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Editorials 


Post-Graduate Education of the 
Non-Psychiatrist 


The Academy of Psychosomatic Medicine 
along with its official journal, Psychosomatics, 
is dedicated to the concept of comprehensive 
or total medicine. The goal of the organiza- 
tion is to disseminate scientific knowledge and 
thought as it develops in this area. Psycho- 
somatic medicine can never become a medi- 
cal specialty. Its inter-disciplinary nature 
precludes and prevents this. It must instead 
remain as a method of study—an inquiry into 
the relationships between body and mind. It 
is more than a sterile collection of facts, theo- 
ries and statistics. It is in essence a philos- 
ophy of medicine. 


The Academy and its journal hope to de- 
velop in the physician the basic philosophy 
that man is composed of both body and mind, 
and that these are interrelated. No matter 
what specialty or area of medicine is con- 
cerned, the patient is a total patient, a sum 
of psyche and soma, both of which are so in- 
tegrated that they are often impossible to sep- 
arate. 


The annual meetings of the Academy have 
been geared to this comprehensive concept of 
medicine. Panels and symposia have been in- 
ter-disciplinary in nature, where representa- 
tives of various specialties have considered 
disease as a psychosomatic problem. This 
year, in an attempt to increase further the 
value of these annual meetings, a series of 
discussion groups have been instituted. These 
will be limited to ten participants and a 
picked moderator in each group and will per- 
mit material brought up in the panels as well 
as problems from one’s own practice to be ven- 
tilated. This small group experience, repeated 
each day during the three day meeting, should 
prove invaluable in orienting the non-psychia- 
trist to the attitude and philosophy referred 
to above. Members of the Academy who wish 
to register for these discussion groups may do 
so by completing the coupon found on the last 
page of this issue. 


How About Some Medical Humor’ 


Doctors perhaps more than others, need hu- 
mor and a bit of lightness to help main ain 
their sense of balance. There is a need i: all 
of us, on occasion, to look at ourselves a bit 
less seriously, lest we forget that we too are 
part of the human race. Pride, pomposity and 
stuffiness may seem to awe an occasional s 1op- §f 
per for medical advice, but most of our pa- 
tients are not impressed. 

A good doctor, and here all types of psy cho- 
analysts will agree in principle, should accept 
the role of the benign papa. He must be iirm, 
when necessary, without becoming angry; he 
must be friendly and affable yet stop at the 
point where he might be engulfed by “hungry” 
patients with infantile needs. If he is over- 
concerned with his need for prestige; if he 
constantly requires that his patients show 
“respect” and homage, how can he be of help? 
Since it is through the “corrective emotional 
experience” that patients emerge from their 
iron gates of inaccessibility, it is most as- 
suredly the doctor’s job to point the way— 
whether he labels himself as a psychothera- 
pist or not. 

There is certainly no indication for levity or 
loud guffaws when the patient describes his 
life and hard times with his wife, mother-in- 
law, boss or himself—but there is a definite 
spot for it when your daily work is done. After 
many hours of exposure to the follies, frus- 
trations and fears of those who constantly 
seek your help, you need a refill for you» own 
emotional reservoir. When your thoug!ts in 
your leisure time make you wonder wh’ yoll 
didn’t become a pathologist, where you: only 
contact with human misery would be th ough 
what you see in a jar or under a micrcscope 
—when you envy the lot of the procto ogist, 
whose interviews are one-sided becaus2 the 
patient is in no position to talk back, it’ time 
to recharge your own emotional battery. 

It is our hope that Psychosomatics ce 1 als 
meet some of these needs, so that pickin ° up 
copy of the Journal will not be somethi: g yoll 
should do to keep up, but rather som thing 
you will look forward to doing. 
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INFORMATION FOR CONTRIBUTORS 


While Psychosomatics is the official journal of 
the Academy of Psychosomatic Medicine, its 
pages are open to all authors interested in the 
concept of total medicine. Original papers, book 
reviews, abstracts, letters: all will be considered 
by the editors for publication. Criteria for pub- 
lication are scientific merit, interest, timeliness, 
and pertinence to the role of psychiatry in the 
daily practice of medicine. 


Manuscripts 


The original manuscripts of papers read at the 
annual meetings of the Academy should be left 
in the Press Room during the meetings, or sent 
to the Editor promptly afterward. Do not de- 
posit carbon copies. 

Papers read at the annual meetings become 
the property of the Academy. Not all papers 
read, however, can be published, and authors 
wishing to publish in other vehicles will first se- 
cure from the Editor the release of their manu- 
scripts. 

Papers will not be accepted for publication if 
they have been already published. 

Papers contributed during the year (not on the 
annual program) should be sent to the Editor. 


Style 


Manuscripts should be typewritten, double 
spaced, on one side of the paper. They must be 
prepared in conformity with the general style of 
Psychosomatics. Retain a carbon copy of manu- 
script and duplicates of tables, figures, etc., for 
use should the originals be lost in the mails. 


Illustrations 


Authors will be asked to meet printer’s costs 
of reproducing excessive illustrative material. 
Copy for illustrations cannot be accepted unless 
properly prepared for reproductions. Wherever 
possible, drawings and charts should be made 
with India ink for photographic reproduction as 
zine etchings. Photographs for halftone repro- 
duction should be glossy prints. [Illustrations 
should be as small as possible without sacrificing 
important cetail. 


Authors’ Corrections in Proofs 

Corrections, additions or deletions made by au- 
thors are to be charged to them. Proper ed ting 
of original manuscript is important to avoic the 
expense of correction. 


Tables 

Tables should be typed on separate sh2ets. 
Tables are much more expensive to set han 
text material and should be used only where nec- 
essary to clarify important points. Authors will 
be asked to defray cost of excessive tabular ma- 
terial. 


References 
References should be assembled according to 
author in a terminal bibliography, referred to in 
text by numbers in parentheses. Bibliographical 
material should be typed in accordance with the 
following style for journals and books respec- 
tively: 
1. Rosen, H.: Am. J. Psychiat., 107:917, June 
1957. 
2. Gesell, A., and Ilg., F. L.: The Child from Five 
to Ten. New York: Harper & Bros., 1946. 


Abbreviations should conform to the style used 

in the Quarterly Cumulative Index Medicus. 
* * * 

Psychosomatics, the official organ of The Acad- 
emy of Psychosomatic Medicine, was founded in 
1960. It is published bi-monthly, the volumes 
beginning with the January-February number. 

Articles appearing in this Journal do not nec- 
essarily reflect the official attitude of the Acad- 
emy or of the Editorial Board. 

The subscription rates are $10.00 to the vol- 
ume; foreign subscriptions, $11.50, including 
postage. Copyright 1960 by the Academy of Psy- 
chosomatic Medicine. 

Business communications, remittances anc sub- 
scriptions should be addressed to Psychosom “tics, 
277 Broadway, New York 7, N. Y. 

Editorial communications, books for review, 
and exchanges should be addressed to the E litor, 
Wilf:ed Dorfman, M.D., 1921 Newkirk Av :nue, 
Brooklyn 26, N. Y. 
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Psychotherapy by the Non-Psychiatrist 


C. K. ALDRICH, M.D. 


Psychotherapy in the sense I plan to use it 
is not limited to treatment by interview but 
includes steps taken by the therapist to mod- 
ify the patient’s environment. It does not 
include the so-called physical methods of treat- 
ment, although it does include some aspects 
of treatment by drugs. 

Although the “non-psychiatrist” under dis- 
cussion is the physician who is not a psychia- 
trist, we should not lose sight of the non-psy- 
chiatric, non-medical sources of assistance 
available in most communities. For example, 
as the physician takes the time to learn some- 
thing of the specific goals, intake policies, 
strengths and weaknesses of the social agen- 
cies in his community, he markedly increases 
his ability to help his patients with their emo- 
tional problems. Familiarity with other po- 
tential local resources such as pastoral coun- 
selors, school psychologists and visiting teach- 
ers or school social workers gives him a 
greater range of possible appronriate referral. 


Diagnosis and Treatment Plan 

Competent psychotherapy by the non-psy- 
chiatrist is not a casual or off-hand procedure. 
It requires a carefully considered plan, and 
careful planning requires adequate diagnosis, 
just as in any other aspect of medicine. Since 
the first steps in treatment begin at the time 
of the first patient-physician contact, the ini- 
tial, somewhat tentative treatment plan should 
be flexible and subject to modification as fur- 
ther information makes possible a refinement 
and reevaluation of the diagnosis. 

A clinical diagnosis is not sufficient for the 
comprehensive planning of treatment. A sat- 
isfactory diagnosis should include genetic and 
dynamic formulations—formulations of the 

From Department of Psychiatry, University of 
Chicago School of Medicine. 

Presented at the Sixth Annual Meeting of the 


gua of Psychosomatic Medicine, Cleveland, 
hio. 


development and structure of the patient’s per- 
sonality and emotional illness—as well as a 
prediction of the patient’s probable response 
and reactions to treatment. Since this is pri- 
marily a discussion of treatment, I shall sim- 
ply outline in capsule form the ingredients of 
the three refinements of diagnosis. 

The dynamic diagnosis includes, besides the 
nature of the presenting complaint, an un- 
derstanding of the constructive as well as 
the pathological methods currently used by 
the patient in managing anxiety, as well as 
the nature of the most significant emotional 
problems and impulses which contribute to 
the causes of his anxiety. 

A genetic diagnosis includes, besides the 
history of the development of the present com- 
plaint and the course of the illness, an un- 
derstanding of the specific characteristics of 
the patient’s personality development. A ge- 
netic diagnosis is particularly important in 
evaluating how much of the present symptom- 
atology is part of the patient’s personality 
structure and how much represents a regres- 
sion from previous more satisfactory levels 
of adaptation. 

A thorough treatment diagnosis not only 
includes the anticipated attitudes of the pa- 
tient towards treatment and the expected 
success of treatment but it also takes into ac- 
count the anticipated attitudes and reactions 
of the physician who is attempting to treat the 
patient. Not all physicians can treat all pa- 
tients with equal facility. The major tool of 
psychotherapy is the doctor’s personality, a 
highly inconstant tool that varies with each 
physician, and none of us can adapt our per- 
sonalities to meet the specific needs of all pa- 
tients. A recent study in our clinic has dem- 
onstrated that patients who expect a relatively 
paternal authoritative attitude in a physician 
responded best to physicians who conceived of 
their role with patients as somewhat authori- 
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tative and paternal. Similarly patients who 
anticipated that the most effective help would 
come from a therapist who was relatively pas- 
sive and who would function as a sounding 
board against which to test out and develop 
their own means of handing their problems 
did best with physicians who conceived of 
their roles in similar terms. 

It is possible within limits, however, for the 
flexible physician to adapt his approach to his 
patient. Essential to the appropriate use of 
this type of flexibility is an awareness on the 
part of the physician of his own preferred 
modes of personal interaction and a realiza- 
tion of the importance of modifying his usual 
approach when indicated. 


The Therapeutic Interview 

In most psychotherapy the major therapeu- 
tic procedure is the interview, with environ- 
mental modification and medications serving 
as auxiliary measures. Since attempts at re- 
construction of the patient’s personality are 
beyond the scope of the non-psychiatrist, the 
goal of interview therapy is to restore emo- 
tional homeostasis, or to help the patient re- 
turn to- his previously most effective level of 
adaptation. In order to do so, the physician 
supports the capacity of the patient’s person- 
ality to evaluate his environment accurately, 
to suppress or to repress unacceptable im- 
pulses, and to facilitate through sublimation 
or other acceptable mechanisms the indirect 
expression of disturbing impulses. 

A further goal of the interview is to keep 
psychotherapy going until crucial symptoms 
are relatively permanently relieved or allevi- 
ated. In order to do so, the level of the pa- 
tient’s anxiety should be kept high enough to 
maintain the patient’s motivation but not so 
high as to be overwhelming. Premature relief 
of symptoms by medication may mislead both 
patient and physician into thinking that basic 
improvement has taken place. Since resump- 
tion of therapy once prematurely interrupted 
tends to present additional problems, it is ad- 
visable to maintain continuity of treatment 
until its goals have been attained. 

The techniques for accomplishing the goals 
of therapy through interview fall into two 
general categories: passive and active. The 


major passive technique is non-judgmental, 
empathic listening to the outpouring of the 
patient’s emotional problems. This type of lis- 
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tening supports the patient’s strengths by 
making it possible for him to feel less isolated 
with his problems and less unworthy because 
of his unacceptable feelings. 

There is a great range of active interview 
techniques. One type of technique consists of 
relatively nonspecific indications either of en- 
couragement to continue the expression of 
emotional problem, of confidence in the pa- 
tient’s capacity to work out appropriate solu- 
tions, or of recognition of progress made. 

Further recognition of progress or potential 
progress can be given by reassurance which, 
however, should be used sparingly and only 
when it can be based on realistic considera- 
tions. A third technique is clarification, or the 
restatement of alternatives to the patient in 
a way which will help to relieve his confusion. 
Clarification does not help the patient towards 
maturity, however, if it is used to make de- 
cisions for the patient. When an emergency 
decision must be made for the patient by the 
physician, he should recognize that it implies 
lack of confidence in the ability of the patient 
to work out his own solutions, and therefore 
that in the long run it increases dependency 
on the physician. 

The physician who uses the technique of 
interpretation of unconscious conflicts must 
recognize that this technique may abruptly in- 
crease the level of the patient’s anxiety. In- 
terpretation should be administered in small, 
carefully considered doses by physicians with 
special training in the understanding of un- 
conscious processes. 


Setting Limits to Dependency 

Although the patient usually comes to the 
physician with a specific problem, he also 
brings with him an assortment of old, more or 
less concealed, unmet dependency needs. !t is 
sometimes difficult for the physician to restrict 
his treatment efforts to the solution of the 
presenting problem, and to limit his support 
of the patient’s dependency needs to the 
amount necessary to maintain a helping rela- 
tionship. One way to set limits to the en- 
couragement of dependency is to limit the use 
of suggestion (suggestion resembles acivice 
in that although frequently initially successful 
in relieving symptoms, it encourages dey end- 
ency, and in the long run tends to increase 
the patient’s problem). Dependency also is 
encouraged by the use of medication whet 
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it is unconsciously interpreted as a magical 
source of help beyond the patient’s under- 
standing or control. The physician as well as 
the patient often tends to attribute too much 
of a patient’s improvement to medication. The 
most competent and thoroughly controlled 
studies of tranquilizers in office practice cast 
grave doubts on their efficacy in the office 
treatment of non-psychotic patients.’ 

\ further means of limiting the patient’s 
expectations to realistic levels is provided by 
careful scheduling and timing of interviews. 
For most patients with emotional problems it 
is wise to include in the treatment planning 
specific arrangements for the duration and 
frequency of interviews, and for the limita- 
tion of extra contacts to the minimum re- 
quired in the interest of safety. Thus, a 30 
minute interview. once a week is usually much 
more effective than p.r.n. interviews of vary- 
ing duration. 

As treatment continues and the diagnosis 
becomes further refined, the physician may 
consider that psychiatric consultation is in- 
dicated. The success of the consultation is 
usually expedited if the physician communi- 
cates to the patient that it represents evidence 
of his continuing concern rather than a wish 
to avoid further contacts. 


SUMMARY 


In summary, the plan of treatment of each 
individual emotional disturbance should evolve 
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from the diagnosis and should integrate goals 
of symptomatic relief and greater maturity. 
Among the characteristics that the physician 
who directs treatment should possess, besides 
a basic interest in helping people, are sensi- 
tivity, flexibility, objectivity in the face of 
dependency and hostility, and the capacity to 
set limits. 

The physician’s basic treatment technique 
is psychological support through which he 
tries to strengthen the patient’s weakened in- 
tegrating forces and indirectly encourages 
him to work out his own solutions to his emo- 
tional problems. He listens to the patient’s 
expression of feelings and gives attention, un- 
derstanding, appropriate reassurance, advice 
only when definitely indicated, and cautious 
clarification of alternatives, attitudes and 
areas of confusion. 

He may supplement psychological support 
by conservative suggestions for environmental 
modification and a careful use of adjunct med- 
ication. He uses psychological support to help 
the patient make the best use of psychiatric 
consultation or referral when indicated.” 
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We have been so concerned with severe manifestations of mental illness including 
psychosis and acute psychoneurosis that we have tended to overlook the common every 
day emotional disturbances which can be as upsetting and incapacitating as many of 


the physical illnesses. 


other estimates are one in twelve or one in ten. 


I made an estimate that one person in sixteen is mentally ill; 


When the effects of daily stress and 


strain on the emotions are taken into account, the toll of mental ill health must be 


reckoned at one in one. 


This is true because there isn’t a person who does not expe- 


rience frequently a mental or emotional disturbance severe enough to disrupt his func- 
tioning as a well adjusted, happy, and efficiently performing individual. 


Karl Menninger, M.D. 
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Psychometric Testings in Frigidity and Infertility 


R. N. RUTHERFORD, M.D., A. L. BANKS, M.D., W. A. COBURN, M.D., J. WILLIAMS, M.D., and 
F. H. ZAFFIRO, D.D. 


The clinician has long looked for aid in ‘un- 
covering techniques’ whereby he could dem- 
onstrate to the patient, or the patient-couple, 
tensions within their psychosexual world 
which would manifest themselves as clinical 
or social problems. All of us as physicians 
are searching constantly for more exact tools 
to allow us to diagnose more accurately, treat 
more effectively, and compose our patients’ 
lives more happily. Each year, more effec- 
tive tools become available. Each year these 
tools seem to be less often new blood chem- 
istry determinations, but instead seem to be 
more accurate biopsychic measurements. 

With these things in mind, my associates 
and I have described in several reports prac- 
tical office methods which we have found to 
be helpful,’* not only to ourselves in patient 
treatment, but to our patients themselves. For 
the purposes of this presentation, we have 
elaborated upon our extension of them into 
the areas of infertility. 

Our first report was limited to a contem- 
plation of frigidity as a clinical entity en- 
countered within the office practice of the phy- 
sician. To reiterate briefly regarding frigid- 
ity, may we define frigidity for the practical 
working office level? 

The classifications of frigidity have had 
many sources of origin. The older clinical 
classifications provided by gynecologists have 
yielded to the newer groups defined by the 
psychiatrists. There have been a number of ex- 
cellent methods proposed ( Menninger,’ Hitsch- 
man and Bergler,’ Weiss and English’). The 
reader is met by a barrage of definitions which 
are often most difficult to interpret and often 
seem contradictory. Morales’ has proposed a 
classification which seems applicable to our 
present discussion : 

A. True frigidity is the complete and absolute 
absence of pleasurable response to erotic stim- 
uli of any kind. 

B. Pseudo-frigidity is the presence in the indi- 


Presented at the Sixth Annual Meeting of the 
Academy of Psychosomatic Medicine at Cleve- 
land, Ohio. 


vidual of capability of sexual arousal, with 
or without orgasm. 


We have deliberately excluded from this 
discussion patients who have some obvious |lo- 
cal problems which are capable of recognition 
by pelvic examination, with treatment possible 
by the usual gynecological methods. One of 
the points of confusion is that these patients 
have often been called ‘pseudo-frigid,’ since 
they usually return to a satisfactory pattern 
after the painful pathologic process is cleared. 
These do not enter into this discussion. 

Instead, Morales” classification allows a sim- 
ple working pattern. The truly frigid woman 
is one whom we may be able to diagnose, but, 
as clinical gynecologists, rarely can treat. She 
is the end result of her psychosexual educa- 
tional background achieved during her forma- 
tive years. More advanced techniques are re- 
quired for her treatment. Often she is nei- 
ther aware of nor disturbed by her frigidity, 
and she comes in only because her marriage is 
imperiled unless she becomes an ‘adequate’ 
partner (usually adequate according to her 
husband’s definition). 

The large majority of patients fall into the 
pseudo-frigid group. These women are ¢a- 
pable of sexual arousal, whether by the usual 
methods approved by our culture, or by de- 
vious other methods. Among these latter are 
techniques often not considered ‘proper,’ and 
may include homosexuality, masturbation, and 
other variations of the fictitious norm. These 
are the patients we must recognize and hope 
to treat, since their psychosexual problem is 
the genesis of their clinical symptomatology. 
Their ungratified sexual stimulation dictates 


their feelings of unrelieved tension, inade- | 


quacy, guilt or anxiety, with myriad _ ill-de- 
fined complaints often so baffling to treat. 
Since this latter group is often amenable to 
the treatment we clinicians can supply, here 
is where .we endeavor to develop our clinical 
approach. 

Silverman’ has proposed a classification 
which has been of value for the rough psy- 
chiatric cataloging of these patients with 
pseudo-frigidity : 
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§ Others compensate by an almost obsessive in- 


1969 


'. Fear of Punishment or Disapproval. This 
is ‘he total composite of psychosexual knowl- 
edve from early infancy onward to adulthood. 
The infant has delighted his parents if he 
learns he has a nose or toes. Yet, when he 
touches a certain other area of his body, he 
pr: vokes an explosive adult action, for he has 
touched a bad or naughty area. This goes on 
in \ negative training fashion for some years 
un il it is hoped that the legitimacy of a mar- 
ria "e ceremony will change these deep and 
ba: cally negative attitudes toward normal sex- 
ual ty. This would be a very poor training 
prozram for a hunting dog. 


Fear of Pregnancy. This is the group of 
pat‘ents whom we have been able to treat 
mo:t successfully in the past. Even though 
the patient may have embarked upon a wanted 
naney, the fact of pregnancy triggers 
maiiy unhappy forebodings. The simple 
thought of becoming pregnant will often act 
witli equal force. The simple facing of the 
sexual act looses many powerful and often 
unrealized actual and/or potential problems 
within the female mind. There is a most pow- 
erful masculine counterpart as well. 


3. Hostility Toward the Marriage Partner. 
Many women resent the so-called ‘man’s world,’ 
whether this symbolism be demonstrated by 
the phallic presentation in fact or in imagery. 
Hostility toward her husband may be an un- 
realized hostility toward a father or brother 
image. Intercourse may seem an inconsider- 
ate and threatening gesture by a husband who 
forces upon her this painful, traumatic or de- 
These form several of the mani- 
festations within this group which may re- 


quire definitive psychotherapy after their di- 


agnosis. 


4. Unconscious Conflicting Loves. The sex- 


> ual act may represent a suggested incestuous 
| relationship with a beloved father or brother 


image. Many of these patients are ambivalent 
personalities in active competition with the 
male in the male world, fervid in their mili- 
tant femininity which they insist depends 


, upon no masculine approval or support. Others 
_ will plunder men to prove themselves the mas- 


ters of their masculine slaves. Many cannot 
compete with the husband’s own image of the 
ideal woman’ and hence withdraw from him. 
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terest in the children, their wardrobes, their 
homes, their clubs and the like. 

There is’ not time to explore the variety of 
behavior and attitudinal patterns which each 
of these simple working classifications con- 
tains, but it defines our work area. In the 
past, the gynecologist has been able to help 
largely in controlling the patient’s fear of 
pregnancy, i.e., the second group. In years 
to come, it is our hope that the ‘psychosomati- 
cally oriented gynecologist’ can help in these 
other areas, if only by recognition and re- 
ferral. 

By definition too should come a few state- 
ments regarding the seat of the orgasm in the 
female body. Freud originally felt that trans- 
fer of sensation took place from the clitoris 
to the vagina, but that in a truly frigid woman 
this transference was blocked by distorted 
psychological mechanisms. The discussion 
still rages based upon certain anatomic tru- 
isms. Some hold that the vagina has vir- 
tually no sensory nerves, hence the orgasm 
is largely clitoral in nature. Others maintain 
that true orgasm is vaginal in nature, not 
clitoral, which is really a dual masturbation. 
Others emphasize the central cortical nature 
and true orgasm may be possible by a tender 
glance across the room. Further study ob- 
viously is needed, but still certain definitions 
seem necessary. 

Frigidity is not present when the physical 
life existing between the couple is satisfac- 
tory to them—in other words, we have no 
norm from which to strike praise or despair 
of any couple’s sexual life. However, certain 
organic criteria may be agreed upon in the 
female. 


Detection of Frigidity 

We are at the mercy of our patients when 
it comes to history taking. They are at our 
mercy when it comes to pelvic examination. 

a. At history taking, it often is quite opti- 
mistic to hope to win the new patient’s confi- 
dence at first interview. As we have devel- 
oped our lecture series for the to-be-married, 
the newly-married couples, the expectant par- 
ent couples, it became apparent this was a 
most happy method of demonstrating to the 
patient our awareness of the importance of 
a happy physical life with her husband, and 
that this was a natural routine inquiry into 
her general background, and that if in review- 
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ing this phase of her married life any flaws 
were found, we apparently knew that they 
were correctible. Such seems to be the case 
in the majority of patients, although many 
seem honestly confused when asked if they 
were aware of any sexual adjustment prob- 
lems, what orgasm meant to them, or that 
there could be any connection between their 
unhappy physical life and their backaches, 
their palpitations, or other gynecological prob- 
lems. 

Again, the interested friendly physician 
learns much and freely once the patient is con- 
vinced that he is interested in her and that 
help is possible in the large majority of cases. 
No keen searching Sher!ock Holmes type of 
questions seem necessary when we ask recall 
of memoried facts. When we ask recall of bur- 
ied facts or events, more accurate and search- 
ing methods than simple questioning are re- 
quired. 

b. At the time of pelvic examination, it re- 
quires no great scientific ability to suspect 
some unhappy association existing between 
the genital area and the patient’s sensorium. 
Her anticipatory behavior is most character- 
istic. Often careful nurse chaperonage is re- 
quested (and certainly is mandatory for the 
physician in such cases). At the actual ex- 
amination, the patient defends herself so dra- 
matically that one cannot mistake the ad- 
ducted legs, the arched, almost opisthotonic 
back and head, the spasm of the constrictor 
muscles of the vagina in mute resistance to 
this violation. Vocal reinforcement to the 
physical resistance is not uncommon. Once 
the troubled patient has submitted to this or- 
deal and it is completed, she immediately sits 
bolt upright, smooths her draperies, and obvi- 
ously tries to pretend that she just happened 
to be passing by. Often a careful explanation 
by the physician at this time of these defense 
mechanisms on her body’s part will be enough 
to enlist the patient’s cooperation in the search 
for her reproductive peace. 

c. Definition of orgasm by conference with 
husband is worthwhile, for it gives an excel- 
lent insight into the husband’s concepts of 
sex attitudes, sex habits and practices. The 
majority of husbands will talk freely after an 
initial period of relaxing and informative talk 
by the physician. This affords the physician 
both sides of the marriage equilibrium and 
gives him his own objective evaluation of both 
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partners—not as one interprets the other to 
him. It can be used as a period of prelizni- 
nary instruction to the husband, since ‘he 
large majority of them are in need of instruc- 
tion even in menstruation, let alone the phys- 
iological mood changes within the wife which 
she may find hard to control, even with a 
Phi Beta Kappa mind. An interesting side- 
light—we often are consulted by the husband 
originally who comes to register his wife for 
investigation of her frigidity. He himself en- 
joys the marriage act, but not if she is not a 
happy partner. We have learned that this is 
an excellent indication that he is a mature in- 
dividual who wishes an emotional-intellectual 
union with his wife (rather than simply a one- 
sided physical union). Time and testings have 
borne out this original impression. 

We have found, along with Kroger* and oth- 
ers, that it is important to bring to the hus- 
band’s attention the fact that his wife cannot 
effectively act out an honest orgasm or re- 
sponse to him. Many husbands suspect this, 
but they need professional reassurance. The 
only criterion of successful orgasm in the hu- 
man female is the uncontrollable, convulsive 
contractions of the pelvic, vaginal and perineal 
muscles occurring at the peak of coitus. Un- 
less this physiological evidence is present, the 
female partner is suspect. This latter is a 
poor term, and should be altered to suggest 
true instruction and evaluation should be ex- 
tended to the couple under these circumstances. 


Infertility 


Our current literature is-filled with conjec- 
tures and ‘proofs’ that basic neuro-humeral 
pathways are disturbed by myriad situations. 
If they are disturbed, the patient may not 
ovulate (if she be of the feminine gender or, 
(if of the masculine gender) may fail to erect 
—or even fail to come home on the night that 
his wife is ‘maximum fertile,’ to use her phy- 
sician’s own phrase. She may have ‘tubal 
spasm,’ dyspareunia, or what you will-— and 
she is not getting pregnant. 

Long since, we clinicians have learned that 
infertility may be nature’s own barrie” to 
protect a sick marriage. If we disturb that 
equilibrium, even with the best of hunaani- 
tarian intent, we may disrupt the mariage 
completely and leave a third new unh ippy 
life in our cultural vale. 

How to pick out these mechanisms? Th» ad- 
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available in each community, the physician 


nearest survey station for a psychological eval- 


' tal maturity, of their adjustments to life, with 
or without damaging maladjustments. Need- 


' physician’s own personal evaluation in the 
ove: -all understanding of the patient, just as 


evel 

B ixton® expressed the reason for our pre- 
occupation with these problems and our dis- 
satisfaction with current methods by stating, 
‘Our present technics of therapy for the ma- 
. jor cause of infertility are totally inadequate.’ 
Psychometric Testings 

1. The Sex Knowledge Inventory” was de- 
veloped by Gelolo McHugh, Ph.D. at Duke Uni- 
versity. This surveys the couple’s general 
sexual knowledge, suggesting areas of infor- 
mation, basic attitudes toward sex, sexual 
practices and the like. It brings to light any 
areas of possible sexual conflict, either in the 
individual or in his marriage situation. Aid 





Johnson Temperament Analysis Profile 
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Fig. 1. The chart describes a typical healthy, 
; Well-adjusted couple who have been married hap- 
pily and are now happy. As can be seen, most of 
the scores fall well within the acceptable (dark) 
area. (Husband == dottcd line; wife = solid line.) 















196) PSYCHOSOMATICS 


nee! not be discouraged. In these days of 
eas’ motor travel, the couple can drive to the 


uation of their sex knowledge, of their mari- 


less to say, these testings are subject to the 
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dition of the clinical psychologist has been is given in determining whether the individ- 
a boon to our detection and understanding of ual needs psychotherapy or whether simple 
these problems. If such an expert be not’ information and re-education will suffice. 


2. The Johnson Temperament Analysis” pin- 
points specific personality traits possibly pro- 
ducing conflicts and tensions either in the 
marital relationship of the couple being eval- 
uated, or in their individual reactions to their 
environment and life in general. This is par- 
ticularly helpful since each writes a test on 
himself and one upon his partner as he sees 
him or her. 


is a white blood count, a urine study, or what- 3. The Thematic Apperception Test” has 


been of great value, as well. This test may 
reveal most of what the previously described 
battery of psychometric tests portrays. It can 
be administered in an hour by the psycho'o- 
gist—marriage counselor. It often can be an 
almost complete evaluation done by the admin- 
istrator while the patient is talking. The pa- 
tient tells stories to a series of pictures. In 
the process, he projects both conscious and un- 
conscious attitudes and facts about himself 
into his stories. This may be an even more 
efficient method than the one outlined to date, 
since it combines interview and test. Several 
critical studies are being considered here. Oc- 
casionally, the Rorschach evaluation may be 
needed to enforce areas of testing uncertainty. 

4. Ford, et al.,“ have explored the drives, 
motives and personality types in a group of 
normal multiparous women having another 
baby, as compared with a group of infertile 
patients, both private and clinic. From these 
studies has been evolved a set of questions 
ealled ‘Ford’s Seven Questions,’ which may 
be asked routinely. There is a set for the fe- 
male partner. We have prepared a corre- 
sponding set for the male partner. For the 
interpretation, we refer you to Ford’s excel- 
lent articles. 


FORD’S SEVEN QUESTIONS 
(MALE) 


1. Why do you want a child? 

2. Would you raise your child the way your par- 
ents raised you? 

3. What sort of woman is your wife? How could 
you improve her? 

4. How do you feel in regard to your work? Your 
boss (if any) ? 

5. Do you want a boy or a girl? 

6. Is your sex life satisfactory? Do you enjoy 
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intercourse ? Do you think men or women have 
the advantage in sexual relations? 

- How many children do you want? 
Impression : 
Intercourse Habits: 


FORD’S SEVEN QUESTIONS 
( FEMALE) 

. Motivation—Why do you want a child? 

2. Would you raise your child the way your 

mother raised you? 

3. What sort of man is your husband? How could 
you improve him? 

. Would you rather work or keep house? 

- Do you want a boy or a girl? 

. Sexual attitudes: Is there pain during inter- 
course? Do you enjoy intercourse? Do you 
think men or women have the advantage in 
sexual relations? 

- How many children do you want? 
Impression: 

Intercourse Habits: 


~! 
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5. The physician working with the problem 
of infertility is well advised to adopt an ar- 
bitrary classification for the benefit of his pa- 
tients. We have employed that suggested by 
Simmons several years ago. Each couple is 
graded on the following items—if any three 
are found against the couple, the physician 
may advise them that further efforts are not 
to be pursued with any real hope of success. 


SIMMONS’ FACTORS 


1. Peritoneal 

2. Cervical 

3. Tubal 

4. Uterine 

5. Ovarian 

6. Metabolic 

7. Male 

8. Psychological 


As we derive more information and de- 
velop new uncovering techniques, our therapy 
may become more exact and more rewarding. 
The doctor need not be reduced to rendering 
the patient insensitive to the cinder in his eye. 
He may be able to remove the psychologic cin- 
- der in the best medical tradition. 


CONCLUSIONS 


More exact methods are available for evalu- 
ation of tensions within the patient-couple 
which may be manifesting themselves as psy- 
chosomatic problems. 
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These psychometric testings are incre is- 
ingly more accurate and more available. Tl ey 
are relatively inexpensive, both money-wise 
and time-wise, for the physician and his »a- 
tient or patient-couple. 

Psychiatric evaluations are rarely neces- 
sary in these areas. If they are, a psycho- 
logist is able to direct these disturbed patients 
on to proper guidance. 

We are reciting our experiences now of five 
years with these modern types of testing. We 
now regard them with the accuracy of any 
current laboratory study—edited and evalu- 
ated by the physician himself for utilization 
by him for his patients. 





707 Broadway, Seattle, Washington. 
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PSYCHOSOMATICS 


Clinical Experiences with Phenelzine (Nardil) 


as an Antidepressant 


WILFRED DORFMAN, M.D. 


The advent of the antidepressant drugs has 
opened a new era in psychiatry. These drugs 
enhance the doctor’s ability to reach the pa- 
tient for meaningful psychotherapy; there is 
also increasing evidence that they eliminate 
the need for electroshock therapy in some pa- 
tients and reduce the amount of treatments 
needed in others.’ 

Phenelzine, a monoamine oxidase inhibitor, 
produces an increase in serotonin and norepi- 
nephrine by inhibiting the enzymes that would 
ordinarily destroy these amines. Mental de- 
pression has been shown to be related to ei- 
ther a neurohormonal deficiency of these am- 
ines, or to monoamine oxidase hyperactivity. 
A reduction of serotonin and norepinephrine 
levels has been noted in patients who develop 
depression after phenothiazine or reserpine 
therapy, while an increase in the amines ap- 
parently has a stimulating effect on the brain. 
Serotonin increases the nutrition and oxygena- 
tion of nerve cells through its effect on the 
pulsating action of oligodendroglia cells, per- 
mitting the brain to function more efficiently, 
for longer periods of time, without fatigue.’ 

In order to evaluate phenelzine as an anti- 
depressant, the drug was used in two dis- 
tinctly different atmospheres: in office prac- 
tice and in a mental hospital setting (Brook- 
lyn State Hospital). 


OFFICE PATIENTS 


In office practice, 21 patients were given 


phenelzine in a dosage of 15 mg. t.i.d. The 
results are presented in Table I: 
Neurotic Depression 

Six patients were in this category. In four, 


relief of the depression was evident within 
four weeks of treatment (one of these in 10 
days). All four received concomitant psy- 
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Presented at the Sixth Annual Meeting of the 
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TABLE I 
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Diagnostic Category Ss s < 

Neurotic Gepression: .........:..06.5.0<...03 6 4 66 
Psychotic depression (manic-de- 
pressive, depressed), in lieu of 

METRE Teese ty oad cases cosas calcu ean eanes ie 45 is 75 
Psychotic depression (manic-de- 
pressive, depressed), concomi- 

1 Ba 2 6 ag >, Onl ne 6 6 100 
Patients with depressive equiva- 

lents (‘‘masked depression”’) ...... 5 4 80 





chotherapy, which was given once a week; all 
had failed to respond to psychotherapy alone 
prior to the addition of phenelzine. Of the 
two patients who did not improve, one failure 
was a 30 year old patient who had been in 
psychotherapy for three months. After one 
week on phenelzine he stated that he preferred 
to carry on without the drug since he “always 
understood that it would be better to do it by 
himself.”” The second failure was a 23 year 
old homosexual who had been disturbed by his 
impotence. When two months of psychother- 
apy had failed to reach him, and the use of 
tranquilizers made him too placid, phenelzine 
was tried. After one week he called to break 
his appointment and discontinued therapy. He 
felt that the use of this new drug indicated 
that the therapist had “lost interest.” He pre- 
ferred to be treated by a therapist who did 
not use drugs. 

One patient, in whom relief was evident in 
ten days, was a 38 year old recent divorcee 
whose depression was reactive to the separa- 
tion proceedings. Another was a 28 year old 
male whose depression followed the death of 
his wife and had persisted for three years, re- 
sisting three months of psychotherapy. A 
third was a 35 year old male who became de- 
pressed following a change in occupation and 
who had failed to respond to two months of 
psychotherapy. The fourth patient was a 30 
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year old married female, who had been re- 
ferred for sterility and depression and whose 
neurotic difficulties were related to her inabil- 
ity to express her feelings of resentment to- 
wards her “rejecting” husband. After three 
weeks of psychotherapy, phenelzine was added. 
Within a month she had improved sufficiently 
to warrant her husband’s objections to “the 
cure” since she was now able to express her 
feelings. All four patients were character- 
ized by psychomotor retardation with some 
anxiety. All were eager for psychotherapy. 


In Psychotic Depression (Manic-Depressive, 
Depressed) in Lieu of ECT Therapy: 


These four patients were sufficiently de- 
pressed to warrant the use of electroshock 
therapy, but the patient or the family refused 
to grant consent. In three, recovery occurred 
within four weeks of therapy with phenelzine, 
15 mg. t.i.d. The one failure was a 60 year 
old male who did not respond within two 
weeks of phenelzine therapy. He subsequently 
consented to have ECT and responded to eight 
treatments (ECT plus phene'zine). 

The three patients who improved under 
phenelzine were all characterized by psycho- 
motor retardation, minimal anxiety and a lack 
of motivation for psychotherapy. None of 
these patients received ‘formal’ psychother- 
apy beyond simple reassurance. 


In Severe Psychotic Depression 
Concomitant with ECT: 


In six patients (all manic-depressive, de- 
pressed), the use of phenelzine reduced the to- 
tal treatment usually required. Three of these 
patients had previously required 12 to 15 
treatments and now were relieved with eight 
treatments. In one, a 55 year old male with 
EKG evidence of severe myocardial damage 
(and recent hospitalization for severe angina 
pectoris), two treatments were sufficient. <A 
previous depression had required 12 treat- 
ments. Two patients, without history of pre- 
vious electroshock therapy, recovered with 
eight treatments. These findings are in ac- 
cord with those of Kielholz,’ who found that 
the simultaneous use of amine oxidase inhibi- 
tors lessens the amount of ECT required. 
None of the patients in this category received 
“formal” psychotherapy beyond simple reas- 
surance. All were characterized by psycho- 


motor retardation, lack of overt anxiety, and 


a distinct lack of motivation for exploratory 
attempts to uncover their basic difficulties. 


In Patients with “Depressive Equivalents’ : 


This category included two patients with 
severe obesity, one with a ruptured interver- 
tebral cervical disc with root pain, one with 
a severe fatigue state and one with visceral 
spasms where repeated GI series and labora- 
tory tests excluded somatic disease. In all five 
of these patients, depression was not the com- 
plaint; somatic pathways were utilized to meet 
emotional needs. Both obesity patients had 
a history of recurrent inability to lose weight. 
One admitted that feelings of depression in- 
terfered with dieting; she was treated with 
phenelzine and psychotherapy and successfully 
lost 10 pounds in a month. The other denied 
both her appetite and depression. After two 
weeks of phenelzine plus psychotherapy she 
became convinced that she could not be helped 
and discontinued treatment. The patient with 
root pain due to cervical disc syndrome com- 
plained of severe pain in his right upper ex- 
tremity. He could not sleep and was obviously 
using his disc as an outlet for some of his 
emotional distress. He responded to phenel- 
zine within three weeks, without psychother- 
apy. The patient with viscero-spasms had un- 
dergone three GI series and repeated labora- 
tory investigations, all of which were nega- 
tive. Her obvious depression was denied but 
responded to four weeks of phenelzine and 
psychotherapy. 


HOSPITALIZED PATIENTS 


In the patients hospitalized in a mental hos- 
pital (Brooklyn State Eospital) phenelzine 
was used in all categories of psychomotor re- 
tardation and depression. All of these pa- 
tients were in a chronic building; they were 
either re-admissions, patients with concurrent 
medical problems, or patients who had fuziled 
to respond to the “total push” milieu of the 
Acute Reception Service. 

Experience with phenelzine in this setting 
is summarized in Table II. All patients were 
treated for a period of time ranging irom 
four weeks to four months. The usual dos- 
age was 15 mg. t.i.d. In some instances in 
which a higher dosage was used, dizziness. hy- 
potension and constipation were noted. 

While phenelzine proved to be a valuable 
drug in the treatment of depressions, consid- 
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eral:le space will be given here to the ther- 
apeutic failures. It is felt that such an exam- 
ination will more clearly delineate the type of 
dep: ession in which phenelzine is most effec- 
tive It should also be noted that while phen- 
elziie may alleviate the depression associated 
with schizophrenia, it does not change the 
psychosis per se. 

In Manic-Depressive, Depressed: 

One failure was in a 70 year o!d female who 
had a history of repeated admissions since 
193°, with her last admission nine years ago. 
She showed some improvement in two weeks, 
but then became “more nervous.” Despite the 
addition of chlorpromazine, she remained un- 
improved. The second failure was in a 43 
year old female with a history of recurrent 
depression over the past eight years. This 
patient had recently undergone a_ radical 
breast mastectomy for carcinoma. 

The patients who responded a'l showed psy- 
chomotor retardation as a target symptom, 
with minimal anxiety. Response was usually 
evident in four to six weeks. One patient who 
recovered had failed to respond to an imi- 
pramine antidepressant. 


Involutional Psychosis: 


Two of the patients in this group, both of 
whom exhibited paranoid features in addition 
to depression, reacted favorably to the drug 
at first, but within a few weeks became overtly 
paranoid. In retrospect, it is apparent that 
they were both more apathetic than depressed. 
In both instances, prompt alleviation of the 
paranoid ideation was accomplished with 
phenothiazine drugs (chlorpromazine or mepa- 
zine ) . 

There were three failures in the involutional 
psychosis, depressed group. All three had been 
ill for 5 to 12 years; all had failed to react 
to previous electroshock therapy, various anti- 
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depressants, and psychotherapy. All showed 
considerable agitation in addition to psycho- 
motor retardation. Best results were seen in 
patients who showed psychomotor retardation 
and minimal anxiety. 

One patient, a 50 year old female, had orig- 
inally responded to isocarboz:azid (Marplan). 
When readmitted she failed to respond to imi- 
pramine (Tofranil) but readily responded to 
phenelzine. Another, a 54 year old female, 
failed to respond to phenelzine; after two 
weeks, ECT was added. She responded to six 
treatments. 


In Schizophrenia: 


Four patients diagnosed as catatonic schizo- 
phrenia with depressive features were im- 
proved. In each, the target symptom was 
psychomotor retardation, and in each the anx- 
iety was minimal. In one, a 49 year old fe- 
male, a response to isocarboxazid permitted 
her to return home. Within three weeks, she 
returned, once again depressed. She failed to 
respond to imipramine and after one month 
of therapy was place on phenelzine. She re- 
sponded within four weeks. The failures were 
seen in two patients who were autistic and 
mute. They lost their mutism under rphenel- 
zine therapy, but soon needed phenothiazine 
tranquilizers to neutralize their newly found 
energy. One 28 year old divorcee, severely 
catatonic, was finally reached by phenelzine, 
so that she could be engaged in psychotherapy. 
She seemed well enough to go home for a 
week-end visit. Whether it was the effect of 
the phenelzine or the sudden exposure to her 
ex-husband is difficult to evaluate, but she 
was returned within 24 hours and had to be 
put in a camisole. She responded to chlor- 
promazine within 72 hours. 


Psychosis with Cerebral Arteriosclerosis: 


Of six patients in this category, three were 
improved. One failure occurred in a 65 year 
old female who had been hospitalized for four 
years. When phenelzine was discontinued she 
became openly delusional. This turn of events 
was neutralized by a placebo instead of a 
phenothiazine drug. 

The second failure was a 63 year old female 
with a history of recent radical mastectomy 
for carcinoma of the breast. She had failed 
te react to electroshock therapy, various tran- 
quilizers and antidepressants. After one 


















80 





month on phenelzine she became jaundiced. 
Blood was drawn from the jaundiced patient 
and the transaminase level was found to be 
880 units. This blood was drawn within 48 
hours of the onset of her illness. According 
to Wroblewski‘ this favors the diagnosis of in- 
fectious hepatitis over a drug induced reac- 
tion. The New York City Board of Health 
concurred with these conclusions. 

The patients in this diagnostic category 
who showed improvement once again were 
characterized by psychomotor retardation and 
minimal anxiety. 

DISCUSSION 

The evaluation of any drug is always diffi- 
cult. This is especially so when one deals 
with patients with emotional problems, where 
the investigator has to rely solely on the sub- 
jective reactions of both the patient and him- 
self. Adding to the difficulties is the selec- 
tion of patient material, since it is obvious 
that all depressions are not the same—that 
they not only vary in depth, but that psycho- 
dynamic factors play a considerable role. De- 
spite the proven efiicacy of phenelzine, it 
is understandable that the persistence of un- 
solved emotional problems would make com- 
plete recovery difficult. Nevertheless, in many 
depressions, especially those of an ‘‘endoge- 
nous” nature, with minimal concomitant anx- 
iety, where relatively trivial external situa- 
tions can precipitate the depressive spell,’ the 
use of phenelzine has produced recovery with 
only minimal superficial psychotherapy. 

In the use of phenelzine concomitant with 
psychotherapy in office patients with neurotic 
depression, the best results were seen where 
psychomotor retardation was accompanied by 
minimal anxiety. In the psychotic depres- 
sions, where electroshock therapy was _ indi- 
cated, phenelzine averted this in three out of 
four patients. In those in whom the drug was 
continued concomitant with electroshock ther- 
apy, the number of treatments was definitely 
lessened. In both of these categories, once 
again best results were seen in patients who 
showed a predominance of psychomotor retar- 
dation, with a minimum of overt anxiety. They 
differed from the neurotic depressions pri- 
marily in their lack of motivation for psycho- 
therapy. Patients with “depressive equiva- 
lents, "who presented with somatic disease 
or symptoms and a “masked” or hidden depres- 
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sion, responded to phenelzine in four of five 
cases, three of whom received concomitant 
psychotherapy. 

In the more severely depressed hospitalized 
patients, best results were seen in recent de- 
pressions rather than in recurrent illness, 
When the depression was “pure,”’ without con- 
comitant anxiety, results were best. The fail- 
ures occurred in those patients where apathy 
was misconstrued as depression, where a lat- 
ent paranoid trend became manifest after 
phenelzine therapy, and where agitation was 
prominent. This occurred in both  schizo- 
phrenic patients as well as in those categor- 
ized as involutional psychosis. In _ patients 
with cerebral arteriosclerosis, best results 
were again seen in those with recent “pure” 
depressions, where psychomotor retardation 
and a minimal degree of anxiety were the 
target symptoms. 


CONCLUSIONS: 

1. Phenelzine was an effective antidepres- 
sant in 42 out of 57 patients (74%). 

2. Phenelzine proved to be of value in all 
diagnostic categories. 

3. Best results were obtained in recent de- 
pression as well as in patients with “pure” de- 
pression without concomitant agitation or se- 
vere anxiety. 

4. In schizophrenic patients and involutional 
patients with paranoid features, phenelzine 
can alleviate mutism and apathy, but contin- 
ued administration may produce excitement 
which can be controlled with the phenothiazine 
drugs. 

5. No toxicity was noted. In one patient 
who became jaundiced, it was determined that 
the liver damage was due to infectious hepa- 
titis rather than drug toxicity. 


1921 Newkirk Avenue, Brooklyn 26, New York. 
Phenelzine was supplied as Nardil through the 
courtesy of Warner-Chilcott Laboratories, Morris 
Plains, New Jersey. 
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PSYCHOSOMATICS 


Emotional Factors in Respiratory and 


Dermatological Allergy 


Maury D. SANGER, M.D. 


1e role of the emotions in allergy has been 
ntroversial issue for many years. None- 
‘ss, psychologically oriented allergists are 
in the minority. Fortunately, they are a 
sated group and have been able to advance 
understanding in this area. One of the 
eering teams has been Hyman Miller and 
thy Barach of California who have ad- 
ed a theory of maternal rejection as the 
> of asthma. Dr. Murray Peshkin has 
ved remarkable results following “par- 
‘tomy” in the intractable asthmatic child. 
‘e have been:others who felt asthma was 
‘nal crying. Harold Abramson, shortly 
after World War II, discussed battle fatigue 
and stresses encountered in war. He com- 
pared these stresses to the emotional stresses 
capable of producing asthma and labeled them 
“combat equivalents.” 

There is no doubt whatever that these 
concepts have validity, but no single one is 
complete within itself to solve all the riddles 
of the emotional factors in asthma. Since no 
single concept gives us the complete answer, 
we must ask ourselves, “What is the role of 
emotions in respiratory allergy?” Certainly 
all experienced allergists know that the ma- 
jority of their patients will respond to proper 
allergic study and management, such as the 
elimination of allergenic foods and drugs, the 
avoidance of sensitizing inhalants and hypo- 
immunization when indicated. But in approxi- 
mately one third of the patients, such treat- 
ment is not enough and symptoms persist. It 
is in this group that psychological investiga- 
tion will be rewarding. Consider the follow- 
ing cases: 
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Case 1. An 8-year-old asthmatic boy who had 
been treated with pollen and an inhalant mixture 
for two years, and who had been asymptomatic 
for one year, was brought to the office about 
August 1st with a history of a severe asthmatic 
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Presented at the Sixth Annual Meeting of the 
nog my of Psychosomatic Medicine, Cleveland, 
io. 
From Veterans Administration, Brooklyn Re- 
sional Office and Albert Einstein Medical College. 


attack at 2 A.M. the previous morning, which 
awoke him from a sound sleep. With gentle 
probing, the child hesitantly revealed that he 
had been ‘‘bullied’’ and beaten at the day camp 
which he attended. He was having horrible 
dreams re-enacting the events of the day, when 
he awoke in the attack of asthma. It was in- 
teresting to note that the patient felt displaced 
by a 5-year-old brother who remained at home 
while he attended day camp. His asthmatic at- 
tacks frightened the mother, who consequently 
kept h'm home from camp. This was just what 
the patient wanted, as he felt displaced by his 
brother in his mother’s affections and was un- 
happy leaving his brother at home while he was 
away. 


Case 2. A 59-year-old female with bronchial 
asthma for 12 years had a worsening of her con- 
dition during the past two years. Her response 
to treatment for her allergy was unsatisfactory. 
The reasons became apparent only after the fol- 
lowing information was elicited. Her husband 
had died 14 years ago. Two years latcr she had 
married a man who, she felt, was her inferior, be- 
cause he was willing to support her two children. 
Subsequently, they invested all their savings in 
a liquor store which, though economically pro- 
ductive, was located in a rapidly deteriorating 
neighborhood. During the past two years, her 
husband had insisted that she relieve him in the 
store every day. Although the work was not 
physically exhausting, she began having daily 
asthmatic attacks except on Sunday, when the 
store was closed. She resented having to work, 
but was afraid to refuse because her husband 
would stop supporting her. 


Case 3. A 38-year-old unmarried female had 
been having frequent asthmatic attacks for 14 
years. After six months of treatment, she was 
well except for asthmatic attacks which occurred 
Wednesday and Saturday nights. Interestingly 
enough, these attacks occurred when she returned 
home after a sexual encounter with her married 
boy friend and, on one occasion, after lying to 
her mother. 


The emotional! factors responsible for symp- 
toms in each of these patients is by no means 
rare. The busy practitioner might miss sig- 
nificant features in the history of his patient 
if he is not constantly on the alert. Adequate, 
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routine allergic management, in addition to 
helping the patient understand the underly- 
ing emotional stress, is necessary to treat the 
patient adequately. 

Similarly, there are clues that lead us to 
suspect psychological factors in a dermatitis: 
1) The location of the lesion may not be typi- 
cal. 2) The character of the lesion may be bi- 
zarre. For example, where the hand is in- 
volved, the dermatitis may be confined only to 
one finger. In addition, it may not follow the 
normal physiological outlines of nerve and 
blood supply in the hand. 3) The timing of the 
onset of a dermatitis may be connected with 
apprehension about some forthcoming event. 
Just before a wedding, the father of the bride 
or the mother of the groom often becomes sus- 
ceptible to skin lesions. 4) The recurrences or 
persistence of lesions sometimes indicates that 
emotional factors are at work. Many dermato- 
logical lesions, such as acute urticaria or an- 
gioneurotic edema, are of a self-limiting na- 
ture and we would expect them to disappear 
within a relatively short period of time. When 
they don’t, the psyche is suspect. 5) The pa- 
tient’s inappropriate laughter or tears often 
discloses emotional conflict. 


Case 4. A woman with a generalized urticaria, 
stated that she had no “personal” problems nor 
any difficulties with her family or friends. How- 
ever, in spite of treatment by several physicians, 
her urticaria had persisted for three or four 
months. In discussing members of her fam- 
ily, she admitted that just prior to the on- 
set of symptoms she had been seriously shocked 
when she learned that her brother’s wife had 
left him after 25 years of marriage without any 
warning. However, she claimed that she was 
getting over it at this time. Just at the moment 
of saying, “I’m getting over it,’’ she burst into 
tears. The inappropriateness of the tears was a 
telling clue to the psychological factors in her 
case. She felt ‘inadequate’ and was fearful of 
having her own husband walk out on her. 


These lesions of psychologic origin—inap- 
propriate and persisting—are a symbolic ex- 
perssion of underlying conflict. This becomes 
clear as we go on to examine a few examples. 
Ring-finger dermatitis (i.e., dermatitis under 
the marriage band or occasionally the en- 
gagement band) is a relatively common con- 
dition. For years, it was felt that these le- 


sions were due to an allergy to the gold or 
platinum in the band or, secondarily, to dirt 
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under the ring, soap, or, occasionally, e en 
fungus. However, careful investigation of 
the ring-finger dermatitis rarely ‘has resu'ted 
in a positive finding of suspected allergi ns, 
If we remove the ring from one hand ind 
place it on the same finger of the other hend, 
we note that the dermatitis rarely shifts. ‘“he 
usual story is that, without the ring, the 
eczema rapidly clears, but no dermatitis de- 
velops under the band when placed on another 
finger. 


If the case is seen early enough, the derma- 
titis will be confined to the area underneath 
the ring. But with overtreatment and scratch- 
ing, the dermatitis can extend to other fingers, 
to the hand, and even to the wrist. These 
ring-finger lesions have great significance. Re- 
moval of the marriage band, symbolically “di- 
vorces” the patient from a marital situation 
which she finds intolerable and the eczema 
promptly clears. When the patient develops 
insight, the eczema will clear without removal 
of the ring. 


Symbolism is often involved in dermatitis 
of the thumb. In these cases, one finds a com- 
plete stripping or denudation of the digit. 
These patients are ususally immature women. 
They give the impression of being over- 
whelmed by life, and wanting to return to the 
security of the mother’s breast or bottle and 
nipple. The thumb, a substitute for these, 
symbolizes their immaturity. They are too 
big to suck their thumbs, and the dermatitis 
conveniently prevents them from doing so. 


Dermatitis of the middle finger leads to 
some interesting speculation. We rarely find 
complete denudation as on the thumb, but it 
is not uncommon to see cases where the nail, 
or perhaps just the tip of the finger, is in- 
volved. Sometimes the index finger is also 
involved. We believe this dermatitis o/ the 
middle finger symbolizes sexual frustra ion. 
These patients would like to indulge in s: xual 
stimulation, but because of moral or cu! ural 
taboos, they cannot. So they develop a rash 
on the middle finger—the finger class :ally 
used for stimulating the sexual organs. The 
dermatitis serves as a protecting device pre 
venting them from doing what they wa it to 
do but feel they shouldn’t. 


Symbolism is prominent in eczema o_ the 
external ear. Otitis externa is a chronic con- 
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diti> nof the ear which resists medication and 
which can persist for long periods. The le- 
sio's symbolize the patient’s fear of hearing 
son ething unpleasant. She hopes to block out 
anc avoid hearing ‘“‘bad news.” 


C.se 5. A recent patient had had an otitis ex- 
terna for two years, the symptoms developing 
when her husband had his first corona. His con- 
diti n had been quite serious and the woman had 
bee: warned that another coronary might occur 
at ny time, and would be fatal. It appeared 
tha! this woman was hostile to her husband and 
this hostility engendered a sense of guilt and 
shaine. She used the otitis to protect herself 
aga.nst her hostility—to prevent her hearing the 
news she could not admit she wants to hear. 


o> 


The eyelids are another area with rather ob- 
vious symbolic significance. Contact derma- 
titi: of the eyelids due to nail polish is a ra- 
the: common condition but having eliminated 
this we find that many patients with chronic 
der:natitis of the eyelids are suffering from 
what we might call a symbolic blocking out of 
visual conflict. One woman with dermatitis of 
the eyelids and a blepharitis lasting over two 
years had developed symptoms upon learning 
of her husband’s impotency. Her dermatitis 
necessitated her wearing dark glasses, both 
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indoors and outdoors. She attempted in this 
way to keep the “world” from knowing of her 
frustrated desires and conceal from it her 
particular “shame.” 

Cheilitis of the lips involves a somewhat 
similar mechanism. The patient, usually a 
girl in her teens, has a strong need for affec- 
tion, kissing, love, etc., but because of age, 
and the moral problems involved, is frustrated 
in these desires. The cheilitis then develops 
as a protective mechanism, for it prevents the 
patient from doing the very thing she would 
like to do. It also directs her attention toward 
the irritation, and away from her main prob- 
lem. 


CONCLUSION 

Some patients’ respiratory and skin mani- 
festations are merely the superficial indication 
of a deep rooted conflict. The suspicion of 
such a conflict is a good indication that a psy- 
chiatrist is needed. Also, if difficulties arise 
in the therapy, if there is a lack of a good 
rapport with the patient, if he resists help or 
if he gets worse instead of better, he should 
be considered for prompt psychiatric referral. 


1601 Ditmas Ave., Brooklyn 26, N. Y. 





Anybody can be angry—but to be angry with the right person, and to the right de- 
gree, and at the right time, and for the right purpose and in the right way—that is not 
within everybody’s power, and is not easy. 





Aristotle. 
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Factors in Rejection of the Aged by Society 


JACK SHEPS, M.D. 


The phrase “rejection of the aged by so- 
ciety” is a catch-all that I feel is very over- 
worked and much too diffuse to have much 
meaning in our therapy with aged patients. 
Along with many others, I have been guilty in 
the past of blaming “society” for my older 
patients’ difficulties in finding work, com- 
panionship and emotionally healthy and satis- 
fying relationships. Who wants an old man? 
was a plaintive cry that I echoed. In a re- 
cent excellent review of psychotherapy with 
geriatric patients by Rechtschaffen,' the au- 
thor, after saying “social reality is cruel,” 
closes on this note: ‘Perhaps the greatest ben- 
efits to come from geriatric psychotherapy 
will be in its influence on the goals for the 
aged rather than in the attempts to squeeze 
some happiness for old people out of the cur- 
rently rejecting milieu.” 

I italicize the last three words because I 
take strong exception to this judgment. I 
started my work in this field in an institution 
for the aged and continued it in the out-pa- 
tient psychiatric department of a general hos- 
pital. Nowadays, however, my only contact 
with aged patients is in my private practice. 
When these patients were referred to me by 
physicians or social workers at the home for 
the aged or at the hospital clinic I subscribed 
to this point of view. It was only when I 
worked increasingly with older patients in my 
private practice, where the referrals are 
mostly by other psychiatrists, that I realized 
my error. The case material I had seen in in- 
stitutions and out-patient clinics did not rep- 
resent the average geriatric patient, but only 
the severely disturbed. The milder cases, of 
course, are not referred. Therefore, any gen- 
eralization based on such a sampling is sub- 
ject to error. I have found that the attitude 
of geriatric patients to the world is projected 
outward and reflected back to themselves by 
the attitudes of “society.” But this pattern 
is found in all patients, with the same degree 
of emotional illness, in any age group. For 


example, I served for several years as psy-. 


Presented at the Sixth Annual Meeting of the 
Academy of Psychosomatic Medicine at Cleve- 
land, Ohio. 


chiatric consultant to a vocational rehabi! ta- 
tion organization and there I found the pa- 
tients’ appraisal of society no different f:om 
that of the older group, varying only with the 
emotional health of the individual. 


My experience with post-psychotic paticnts 
has been the same. I do not deny that each 
of these groups: the aged, the physically han- 
dicapped and the post-psychotic suffer from 
real disabilities that restrict their independ- 
ence and make their demands for special help 
imperative. However, it is my conviction that 
the ability of the patients to adapt to the 
“rejection” by society is directly related to 
their emotional health. The emotionally ill 
patients in any age group cannot make an 
honest appraisal of themselves and their dis- 
ability, take advantage of whatever opportu- 
nities there are, and adapt or improvise so 
that they can have a self-respecting life, with 
their physical needs satisfied and their desire 
for love gratified. 


In my early experiences with the aged, | 
saw the patient in isolation and took at face 
value his account of how his children, em- 
ployers and social agencies treated him. | 
fell in with his feeling of abandonment and 
helplessness, alone in a “cold, cruel world,” 
and tried to give him some measure of com- 
fort. In my work at the home for the aged 
it was often demonstrable that some of cur 
patients had always been helpless even though 
they appeared tyrannical and coercive on the 
outside. Institutionalized and deprived of 
their “‘subjects” they became very frightened, 
anxious people. Actually, the world had al- 
ways been to them a cruelly rejecting place. 


I think Moreno’ has done much to focu: our 
attention on the common error of ou? ap- 
praisal by his conception of the “social a‘om” 
as the unit in which we live. Defined in this 
way we see that “society” has no real si: nifi- 
cance for our patient except as it is ref! cted 
in his “social atom’’—the people with \. hom 
he reacts. Moreno goes on to define the “so- 
cial atom” in old age as “the people tov ards 
whose death you are sensitive and wh. are 
towards yours,” 
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family. This has been the big gap in our ap- 
praisal. of the milieu in which the aged pa- 
tient lives. 


Many of the severely disturbed elderly pa- 
tients we see are not psychotic but can be de- 
scribed as “borderline.” These are queer, ec- 
centric, stubborn people who may outwardly 
appar tyrannical and coercive or, at the other 
extreme, abject and helpless. Basically, nei- 
the: the psychotic nor the borderline have any 
trust or faith in themselves as people. They 
view the world as a very hostile place where 
everyone is envious of success; competition is 
murderous, and compromise is weakness. Ergo, 
they cannot form a trusting relationship with 
an equal. A common attitude of these people 
is that love must be bought; that it is never 
given freely. Families with this attitude gen- 
erate real anxiety in our aged patients who 
have real physical disabilities in addition to 
ihese harmful attitudes. At the prospect of 
impending helplessness and dependence, which 
has been a nighumare to them all their lives, 
they panic. At the same time the parent is 
growing older and weaker, the children who 
previously have been coerced into submission, 
rebel. In institutions and clinics, as well as 
in our private practice, we see patients who 
claim to be rejected and abandoned by their 
children. An investigation of the facts often 
reveals that they are unwilling to accept help, 
even if offered, become difficult, do not follow 
suggestions, will not join old age clubs, and 
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therefore feel they are “rejected,” thus com- 
pleting the circle. 

Wherever I have had a chance to work with 
the family, I have dealt with their fears so 
that they could learn to accept the frustra- 
tions which life inevitably visits on the young 
and old and, in this way, have been abie to 
modify their attitude to their parents. It is 
difficult for everyone to relinquish the image 
of their parents being the ones from whom 
all satisfactions emanate, especially if one has 
been raised in this tradition. Yet when the 
children are able to realize that the situation 
has been reversed and that in old age their 
parents now look to them for satisfaction, it 
is amazing how often the patient can feel love 
and acceptance from his children, how “who 
wants an old man” changes to “I have my fam- 
ily.” Where there are no children, the ther- 
apist can still work with the conception of the 
“social atom” and utilize old friends and ac- 
quaintances to help the patient achieve the 
love he needs so that he no longer feels re- 
jected by “society.” 


4 East 89th Street, New York 28, N. Y. 


REFERENCES 

1. Rechtschaffen, A.: Psychotherapy with Geri- 
atric Patients—A Review of the Literature. 
Gerontology, Jan. 1959. 

2. Moreno, J. L.: Sociatry, the Social Atom and 
Death—from Progress in Psychotherapy, Vol. 
II, ed. by Masserman, J. H., and Moreno, J. L. 
New York: Grune & Stratton, 1957. 





To be 70 years young is sometimes more cheerful and hopeful than to be 40 years old. 


O. W. Holmes. 
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Pharmacological Role of Monoamine Oxidase Inhibitors 


JOHN C. SAUNDERS, M.D. 


Recent clinical’* and laboratory’' studies 
with various hydrazide derivatives have acti- 
vated many new investigations into the phar- 
macological role of monoamine oxidase inhibi- 
tors. The amine oxidase system comprises 
those enzymes which oxidatively deaminate 
amines as follows: 


R-CH,-NH, + 0, + H.O>R-CHO+NH,+H.,0, 


The question remains as to which of the bio- 
chemical mechanisms is essential for the phar- 
macological action of the inhibitors. To date 
there is considerable data demonstrating al- 
terations of the 5-hydroxytryptamine (seroto- 
nin) and catecholamine metabolism of the 
brain. The content of serotonin and cate- 
cholamines can be increased in the brain in 
normal animals by the administration of the 
precursors 5-hydroxytryptophan and 3,4-dihy- 
droxy-phenylalanine (DOPA), respectively. 
These amino acids are able to pass the blood 
brain barrier and are decarboxylated in the 
brain to serotonin and catecholamines, respec- 
tively, and both amino acids have excitatory 
effects on the central nervous system. This 
central nervous system excitatory activity can 
be potentiated by the hydrazide monoamine 
oxidase inhibitors in experimental animals and 
in the depressive syndromes of man. 

There are many other biological amines that 
warrant investigation for their probable role 
in the pharmacological action of these inhibi- 
tors. When monoamine oxidase was first dis- 
covered in the liver by Hare’, it was known 
as tyramine oxidase; therefore other sub- 
strates should be tested both in vitro and in 
vivo in order to determine which are modified 
during the clinical response of therapy. The 
decarboxylation of histidine, glutamic acid 
and tryptophan to produce histamine, gamma- 
aminobutyric acid and tryptamine, respec- 
tively, are dependent on coenzyme I, a diphos- 
phopyridine nucleotide (DPN). Phrenotropic 
compounds such as reserpine, deserpidine, and 
chlorpromazine will maintain elevated levels 
of DPN following injections of nicotinamide 
into mice.’ The hydrazide monoamine oxidase 


‘ From Rockland State Hospital and College of 
Physicians and Surgeons, Columbia University, 
N. Y 


inhibitors have been shown to produce a de- 
crease in DPN levels in both liver and brain 
tissues. The reduction observed in the DPN 
levels in brain is much less than that found 
in liver. Goldin et al.” demonstrated that nic- 
otinamide can protect experimental animals 
from convulsions and deaths produced by le- 
thal doses of iproniazid. The pyridine ring is 
not only a component of DPN, but is also part 
of the prosthetic group (pyridoxal phosphate) 
which serves as a coenzyme for decarboxyla- 
tion of amino acids, deamination of serine, 
transamination of glutamic acid and transul- 
furation of methionine to serine to form cys- 
teine. This prosthetic group is necessary for 
the activity of kynureninase and the transfer 
of amino acids into cells. 

Pyridoxine will alleviate the signs and 
symptoms of a syndrome resembling vitamin 
B, deficiency as observed in animals and in 
man during the treatment of tuberculosis with 
high doses of hydrazides. We also reported’ 
the increased requirements for vitamin B, in 
some depressed patients receiving monoamine 
oxidase inhibitors. From these observations 
it is obvious that both nicotinamide and pyri- 
doxine will protect against the toxic manifes- 
tations of very high doses of iproniazid in the 
central nervous system. In vitamin B, defi- 
ciency, the synthesis of pyridine nucleotides 
may be impaired and this results in the in- 
adequate conversion of tryptophan to nicotinic 
acid for nucleotide synthesis. A supplement 
of nicotinamide allows the nucleotide synthesis 
to proceed normally even with a pyridoxal de- 
ficiency. The hyperreflexia and clonus seen 
with high doses of the hydrazide monoamine 
oxidase inhibitors is readily correlated with 
inhibition against acetylcholinesterase in the 
sera of man. In summary, of the multiple 
roles performed by the hydrazide derivatives, 
it is probable that the primary function in 
alleviating depression is associated with their 
property of inhibition against oxidative de 
amination. Rather than this being their only 
action, there are many secondary roles which 
probably account for their untoward ac‘ion. 

There is one pyridoxal dependent rection 
which is specific to the central nervous sys 
tem, principally in the gray matter. This re 











tion 
wor! 
hist: 
ond 
mod: 
tem, 
site 
tive 
nitr¢ 
of tl 
noet! 
the 
give! 
of h 
meth 
subs: 
block 
tion 
poun 
prope 
genic 
Th 
injec 
signi 
phop: 
admi 
a3 re 
injec 
of D! 








rs 


| de- 
rain 
PN 
ound 
nic- 
mals 
y le- 
1g is 
part 
ate) 
<Vla- 
rine, 
isul- 
cys- 

for 
isfer 


and 
min 
d in 
with 
rted? 
3, in 
nine 
ions 
yri- 
ifes- 
- the 
defi- 
ides 
ane 
rinic 
nent 
esis 
| de- 
seen 
nine 
with 
the 
tiple 
ives, 
1 in 
heir 
de- 
only 
hich 
on. 
tion 
Sys- 
re 
















1966 







action is the decarboxylation of glutamic acid 
to samma-aminobutyric acid. It is further 
met2bolized by oxidative deamination to suc- 
cinic semialdehyde. The deamination is ac- 
complished by a pyridoxal dependent enzyme, 
and the ammonia is transaminated to alpha- 
ketozlutaric acid, thus forming more glutamic 
acic The semialdehyde is then oxidized to 
succinie acid by means of pyridine nucleotide 
(DP) dehydrogenase in the brain." Gamma- 
aminobutyric acid is now known to act as a 
physiological regulator of neuronal activity, 
both peripherally and centrally. If gamma- 
aminobutyric acid is administered to animals 
with epileptiform seizures produced by a defi- 
ciency of B, due to the action of pyridoxine 
antimetabolites (including hydrazide deriva- 
tives), it will control them. Vitamin B, will 
control these seizures in man (infants). Nia- 
cinamide functions as a constituent of coen- 
zymes I and II which operate as hydrogen and 
electron transfer agents by reversible oxida- 
tion and reduction. 

A potential role of histamine in psychiatry 
has been discussed previously in our publica- 
tions on amine oxidase inhibitors..*“ The 
work of Schayer et al." has shown that beside 
histaminase (diamine oxidase), there is a sec- 
ond histamine metabolizing enzyme whose 
mode of action is not understood. This sys- 
tem, however, has been found to be a compo- 
site of a methylating enzyme and an oxida- 
tive enzyme. There is no methylation in the 
nitrogen adjacent to the side chain, and some 
of this methylhistamine [1-methyl-4 (8-ami- 
noethyl) imidazole] is excreted unchanged in 
the urine. When experimental animals are 
given iproniazid, there is a strong inhibition 
of histamine metabolizing enzyme II; that is, 
methylation of histamine proceeds, but the 
subsequent oxidative deamination reaction is 
blocked. This metabolic shift from methyla- 
tion of amines by iproniazid and related com- 
pounds must be investigated before we can 
properly determine which amines are psycho- 
genic. 

The work of Kaplan et al.” shows that the 
injection of nicotinamide into mice results in 
significant increases of the levels of diphos- 
phopyridine nucleotide (DNP) in tissue. The 
administration of phrenotropic agents, such 
a3 reserpine and a phenothiazine, prior to the 
injection of nicotinamide results in the level 
of DPN in the liver remaining at an elevated 
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level for an extended time.’ This relationship 
suggests the pyridine nucleotide may be im- 
plicated in the mechanism of action of these 
tranquilizing drugs. Many of the pharmaco- 
logical effects of the tranquilizers are blocked 
by the energizers, therefore we refer to Zat- 
man."'* It is assumed* that iproniazid may 
interfere with diphosphopyridine nucleotide 
metabolism. Zeller” has demonstrated that 
iproniazid has a weak inhibitory effect on 
DPNase, but isoniazid is 20 times more effec- 
tive and is generally considered inactive as a 
blocking agent for monoamine oxidase. Again, 
we find evidence insufficient to consider this 
enzyme essential for the pharmacological ef- 
fect of these hydrazides as psychic energizers. 
Rather than completely dismiss this nucleotide 
and its enzyme, we must remember that in pa- 
tients suffering with pellagra the DPN blood 
levels are greatly below normal. They return 
to normal following the administration of ei- 
ther nicotinic acid or chlorpromazine and there 
is a concomitant improvement in_ psychic 
status. 

Iproniazid has a definite action on ammonia 
metabolism in patients with liver diseases.” A 
raised blood ammonia level is commonly found 
in patients with liver disease and may be as- 
sociated with several neuropsychiatric symp- 
toms” In patients without neuropsychiatric 
disorders, there is a linear relationship be- 
tween peripheral arteriovenous ammonia dif- 
ference and the arterial level.” The raised 
level is usually attributed to a combination of 
depressed liver function and the presence of a 
large collateral circulation. Amines are me- 
tabolized by widely distributed amine oxidases 
and it was expected that catheterization would 
show that the main site of action of ipronia- 
zid on aramonium metabolism was liver, kid- 
ney and lungs, where amine oxidase is high.” 
This was not so, for iproniazid did not pro- 
duce significant action of ammonium metabo- 
lism in these organs due to its impermeability 
to these oxidases.” The fall in blood ammo- 
nium with iproniazid was not due to pyridoxal 
inhibition since isoniazid, a more potent pyri- 
do::al inhibitor, caused no change in blood am- 
monium levels. 

The data are well established that mono- 
amine oxidase inhibitors increase the urinary 
excretion of many amines, not only the few 
that have been popularized during the last five 
years. Tryptamine is one of these amines and 
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has been reported by Gaddum” and many oth- 
ers to act at many of the same peripheral re- 
ceptor sites as does serotonin, but with less 
intensive effects. Experimental doses of tryp- 
tamine in rats produce blanching of blood ves- 
sels of extremities followed by a sustained 
period of hyperemia and bilateral pacing-type 
clonic movements of the forepaws. Iproniazid 
and £-phenylisopropylhydrazine (PIH) are ef- 
fective in potentiating convulsant effects of 
tryptamine, and LSD-25 along with several 
phenothiazine derivatives found to be ef- 
fective in antagonizing these convulsant ef- 
fects.” It is highly significant that trypta- 
mine is very effective in reversing reserpine 
induced depression, but only for a short pe- 
riod, since reserpine is long acting and tryp- 
tamine is rapidly metabolized by monoamine 
oxidase. The reserpine reversing action of 
tryptamine in the rabbit was greatly poten- 
tiated and prolonged by combination with 
iproniazid. Independently, it was observed 
that the dosage required to produce maximal 
excretion of tryptamine, and that required for 
alleviation of depression, was in the same 
range. It is of added interest that ampheta- 
mine releases serotonin in the brain of dogs. 
Is this the explanation for the depression that 
follows prolonged use of amphetamine in man? 
Reserpine depresses the central nervous sys- 
tem and also releases serotonin, but the levels 
of tryptamine have not been determined un- 
der these conditions; so only the question is 
known. 

The intravenous injection of either seroto- 
nin or tryptamine into rats produces similar 
peripheral effects; both produce convulsions. 
The convulsions of serotonin are obviously 
asphyxial in origin, as they occur after dys- 
pnea followed by apnea and are accompanied 
by cyanosis, whereas the tryptamine seizures 
do not produce respiratory embarrassment. 
When the peripheral effects of tryptamine are 
blocked with phenoxybenzamine, the central 
convulsant responses remain. This similarity 
of effect between serotonin and tryptamine 
may be attributed to activation of similar 
peripheral receptors, as postulated by Gad- 
dum.” 

There are two references to the action of 
monoamine oxidase inhibitors producing hy- 
perthermia. Both of these studies, one in rab- 


bits” and the other in man,” show the antago- 
nistic effect of monoamine oxidase inhibitors 
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to the hypothermia produced by reserpine, and 
pretreatment of the animals with inhibitors 
does not cause reversal in body temperature. 
This again shows the large area of opposite 
action between reserpine and the hydrazide 
derivatives on a similar physiological function, 
The probable role of catechol amines in neu- 
ropsychiatric disorders remains speculative. 
Recent studies by Hagen” showed that nor- 
epinephrine was formed from dopamine. This 
amine formed by the decarboxylation of 
DOPA is an excellent substrate for amine oxi- 
dase, even better than norepinephrine. Amine 
oxidase inhibition correlates well with the re- 
sponse to 1-DOPA in experimental animals, 
producing piloerection, increased activity and 
irritability. In amine oxidase inhibited mice, 
the d-DOPA was inactive and the /-DOPA 
augmented the action from the inhibitor. Over 
twenty-five monoamine oxidase inhibitors, all 
hydrazides, were studied by Everett” and 
found to be without anticonvulsant activity. 
The oxidation of epinephrine and certain 
other quinones by the cytochrome oxidase sys- 
tem or by polyphenyloxidase, results in the 
formation of products capable of inhibiting 
amine oxidase. This quinone oxidation of epi- 
nephrine is not adrenochrome but some un- 
stable precursor.” The side chain of the epi- 
nephrine molecule is an aliphatic amine and 
may undergo oxidative deamination through 
the actions of amine oxidase. The mechanism 
of inhibition appears to consist of the oxida- 
tion of a sulfhydryl group in the amine oxi- 
dase. The reversal of inhibition by gluta- 
thione and cysteine in the presence of cyanide, 
and its inhibition by metals which can react 
with sulfhydryl groups is not sufficient evi- 
dence to classify it as a sulfhydryl enzyme. 
This thiol group may be involved in the at- 
tachment of a hydrazide to the enzyme. Bio- 
chemical investigations of drug-induced hemo- 
lytic anemias have discovered that the concen- 
tration of glutathione in the red blood cells 
was reduced. When these glutathione deficient 
cells were incubated with acetylphenylhydra- 
zine much of the remaining —SH was oxidized 
to -S—S-. Metabolic studies demonstrated that 
red blood cells of susceptible persons are de- 
ficient in the activity of glucose-6-phosphate 
dehydrogenase.” The oxidation of glucose is 
catalyzed in the red blood cell and in the ab- 
sence of this enzyme the cell is unable to re 
duce TPN, the coenzyme most effective in 
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maintaining glutathione in its reduced state. 
The inhibition by mercurials on the amine 
oxidase could be reversed by the addition of 
glutathione. In the absence of cyanide, the 
inhibition produced by mercurials was only 
slightly reversed by the addition of sulfhydryl 
compounds. All these reactions are in agree- 
ment with the concept that this enzyme sys- 
tem possesses a sulfhydryl group capable of 
functioning in an oxidation-reduction process. 
We have reported our preliminary data on the 
oxidation time of cysteine to cystine and found 
a significant difference between normal con- 
trols and schizophrenic patients.” The amine 
oxidase inhibitors when used as psychic ener- 
gizers in depression, will increase the sulf- 
hydryl oxidation rate from the normal levels.” 

It has been pointed out by Cotzias and Dole’ 
that monoamine oxidase activity of rat liver 
cells is localized in the mitochondria and in 
this manner conforms to other aerobic proc- 
esses. Processes dependent upon cytochrome 
oxidase and d-amino acid oxidase which trans- 
fer electrons to oxygen are localized in the 
mitochondria. Dehydrogenation of amines re- 
sults in the production of the corresponding 
aldehyde just as in oxidative deamination. 
Tetrazolium salts have been used to identify 
an enzyme system in rat liver and brain. The 
dye acts as a terminal hydrogen acceptor re- 
placing oxygen. It is possible that the oxidase 
and the dehydrogenase share a common en- 
zyme but differ only in the pathway for trans- 
fer of electrons. Is this the mechanism for 
the pharmacological difference between the 
phenothiazines and imipramine: that the 
phenothiazines can donate electrons and imi- 
pramine can accept electrons? In the course 
of transfer of electrons during oxidation of a 
substrate, energy may be liberated and stored 
as a high energy phosphate bond. The trans- 
fer of this energy is carried out step-wise by 
pyridine nucleotides or flavoproteins to the 
cytochrome system to oxygen. It has also been 
postulated by Govier, et al.” that the mono- 
amine oxidase system includes the cyto- 
chromes. Intensive exploration of the role of 
monoamine oxidase inhibitors on _ electron 
transport mechanisms is essential for an un- 
derstanding of this enzyme system; the prob- 
able role of electron transfer with both ener- 
gizers and tranquilizers was presented in a 
previous report.” Since then I have learned 
of the recent work of Pullman” and Isenberg™ 
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which adds confirmatory data for my hypoth- 
esis that the role of phrenotropic drugs is to 
form complexes or chelates” which are part of 
an electron transfer system. They have data 
which indicate that indoles form chelates or 
complexes with riboflavin in which one elec- 
tron from the tryptophan is taken up by a 
riboflavin molecule. This again indicates the 
probable biological importance of oxidase sys- 
tems and the phenomenon of electron donor- 
acceptor properties of phrenotropic metabo- 
lites and their substrates.” 


SUMMARY 


Monoamine oxidase has not been signifi- 
cantly purified; therefore little is known of 
its chemical structure but knowledge of its 
properties continues to be accumulated slowly. 
Many believe it is an enzyme system with sev- 
eral components including oxidative deamina- 
tion, dehydrogenation and methylation. This 
enzyme system is widely distributed in the 
body and is found where true cholinesterase 
levels are low. The unique relationship of 
monoamine oxidase and cholinesterase sug- 
gests that these enzymes possibly have com- 
plementary roles in controlling neurohumoral 
agents. 

The inhibition of monoamine oxidase in 
vitro is well established by several pharma- 
cological agents and when these are investi- 
gated in vivo, many questions arise because 
multiple metabolic pathways exist. Most of 
the inhibitors, such as the hydrazides, act on 
other enzyme systems due to their ability to 
take part in electron transfer reactions asso- 
ciated with the pyridine nucleotides and the 
flavoproteins. The hydrazides are potent an- 
tagonists to reserpine with its tranquilizing 
and antileukemic effects. 

The role of monoamine oxidase in disease 
is of primary importance. We have employed 
agents that inhibit this enzyme system in 
treating the symptom of depression in all 
clinical entities. Increases of monoamine oxi- 
dase are found in patients with argentaffin 
carcinoma; liver disease where blood ammo- 
nia is often raised: impairment of intestinal 
motility ; hypertension (especially in pheochro- 
mocytoma tissue); angina pectoris, rheuma- 
toid diseases and some dermatitides. Some 
schizophrenics have raised levels in the globus 
pallidus but others of similar diagnostic clas- 
sification are found with reduced levels. Cer- 
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tainly as this enzyme system is elucidated 
other clinical entities will be found to dem- 
onstrate increased or even decreased levels 
of enzymatic activity. There are specific met- 
abolic changes which are modified by mono- 
amine oxidase inhibitors and are correlated 
with clinical response. It is my opinion, from 
available data and observations, that the clin- 
ical alleviation of depression is a result of in- 
hibition of a specific group of amines (some 
of which are known) and that most, if not all 
of the side actions are related to interference 
with other enzyme systems discussed above. A 
disease state arises that is called a psychosis 
when an imbalance between oxidative deami- 
nation and transamination exists. ‘“Schizo- 
phrenia is the psychosis when transamination 
is excessive and depression, a disease of affect, 
when oxidative deamination is excessive. 
Symptoms common to both disease entities are 
observed when this dynamic equilibrium is not 
stable.” Aberrant oxidative phosphorylation 
from unsatisfactory chelations misdirects the 
transfer of electrons in these oxidative sys- 
tems.” 

The need to accelerate all studies related to 
monoamine oxidase remains essential, but 
‘present leadership in medical research contin- 
ues to show lack of sensitivity to the prob- 
lems. 


BIBLIOGRAPHY 


1. Loomer, H. P., Saunders, J. C., and Kline, 
N. S.: Am. Psy. Assoc. Psychiatric Reports, 
8:129, 1957. 

2. Saunders, J. C., Rochlin, D., Radinger, N., and 
Kline, N. S.: Iproniazid in Depressed and Re- 
gressed Patients in Psychopharmacology 
Frontiers. Boston: Little, Brown & Co., 1959, 
p. 177. 

3. Saunders, J. C., and Kline, N. S.: Neurology, 
9:244, 1959. 

4, Bailey, S. d’A., Bucci, L., Gosline, E., Kline, 
N. S., Park, I. H., Rochlin, D., Saunders, J. C., 
and Vaisberg, M.: Ann. of New York Acad. 
Sc., 80: Art. 3, 652, 1959. 

5. Saunders, J. C., Lourie, I., and Chipkiewicz, 
H.: Biochemical Studies in Psychoses. 6th 
Bahamas Medical Conference, Nassau, B.W.I., 


1958. 

6. Cotzias, G. C., and Dole, V. P.: Proc. Soc. Ex- 
per. Biol. & Med., 78:157, 1951. 

. Conference on Amine Oxidase Inhibitors. 
New York Academy of Sciences, Nov. 20-22, 
1958. Ann. of New York Acad. Sc., 80: Art. 
3, 551-1046, 1959. 


~~ 


8. 


9. 


10. 


11. 


12. 


13. 


14. 


15. 


16. 


at. 


18. 


19. 


20. 


21. 


22. 


23. 


24. 


25. 
26. 


28. 


29. 
30. 


31. 


MARCH-A PRIL 


Hare, M. L. C.: Biochem. J., 22:968, 1923. 
Burton, R. M., Kaplan, N. O., Goldin, A., Lei. 
tenberg, M., Humphreys, S. R., and Sodd, 
M. A.: Science, 127: No. 3288, 30, 1958. 
Goldin, A., Dennis, D., Venditti, J. M., and 
Humphreys, S. R.: Science, 121:364, 1955. 
Albers, R. W., and Salvador, R. A.: Science, 
128:359, 1958. 

Saunders, J. C.: Discussion at Conference on 
Amine Oxidase Inhibitors, New York <Acad- 
emy of Scienccs, Nov. 20-22, 1958. Ann. New 
York Acad, Sc., 80: Art 3, 719, 1959. 
Saunders, J. C.: Psychic Energizers: A 
Source of Psychopharmacological Theories in 
A Pharmacologic Approach to the Study of 
the Mind. Springefield, Ill.: C. C. Thomas, 
1959. 

Schayer, R. W., and Karjala, S. S.: J. Biol. 
Chem., 222:307, 1956. 

Kaplan, N. O., Goldin, A.. Humphreys, S. R., 
Ciotti, M. M., and Stolzenbach, F. E.: J. Biol. 
Chem., 219:287, 1956. 

Zatman, L, J., Kaplan, N. O., Colowick, S. P., 
and Ciotti, M. M.: 1) J. Biol. Chem., 209 :453, 
1954. 2) J. Biol. Chem., 209:467, 1954. 
Zeller, E. A., Blanksma, L. A., Burkard, W. 
P., Pacha, W. L., and Lazanas, J. C.: Ann. 
New York Acad. Sc., 80: Art. 3, 583, 1959. 
Dawson, A. M., and Sherlock, S.: Clinical Sc., 
17: No. 4, 587, 1958. 

Kirk, E.: Acta. Med. Scand. Suppl., 77:1, 
1936. 

Sherlock, S., Summerskill, W. H. J., White, 
L. P., and Phear, E. A.: Lancet (ii), 453, 
1954. 

Traeger, H. S., Gabuzda, Jr., G. J., Ballou, 
A. N., and Davidson, C. S.: Metabolism, 3:99, 
1954. 

Van Caulaert, C., Deviller, C., and Halff, M.: 
C. R. Soc. Biol. Paris, 111:735, 1932. 
Dawson, A. M., De Groote, J., Rosenthal, W. 
A., and Sherlock, S.: Clinical Sc., 16:413, 
1957. 

Blasko, H.: Pharmacol. Rev., 4:415, 195”. 
Gaddum, H. H.: J. Physiol., 119:363, 1953. 
Tedeschi, D. H., Tedeschi, R. E., and Fe'!ows, 
E. J.: J. Pharm. & Exper. Therap., 126° No. 
3, 223, 1959. 


. Horita, A.: J. Pharm. & Exper. Therap. 122: 


No. 2, 176, 1959. 

Pfeiffer, C.: Dis. of Nerv. Syst., 20: No. 8, 
Suppl. 16, 1959. 

Hagen, P.: J. Pharmacol., 116:26, 195 
Everett, G. M., Davin, J. C., and Tomn, J. 
E. P.: Fed. Proc., 18: No. 1, Part 1, 1°59. 
Friedenwald, J. S., and Hermann, H.: J Biol. 
Chem., 146:411, 1942. 








196' 


32. 


33. 


34. 


35. 


36. 








Lei- 
dd, 


and 


nce, 


> On 


Vew 


Ss in 


J of 


nas, 


iol. 


siol. 


453, 


inn. 





32. 


33. 


34. 


35. 


36. 


1960 








Carson, P. E., Flanagan, C. L., Ickes, C. E., 
and Alv:ing, A. S.: Science, 124:484, 1956. 


Saunders, J. C., and Chipkiewicz, H.: J. Clin. 
¢& Exper. Psychopath., XX, No. 1, 7, 1959. 
Saunders, J. C., Lourie, I., and Chipkiewicz, 
H.: Biopsychiatry: Some Alterations of the 
Intermediary Metabolism in Psychosis. 6th 
Bahamas Medical Conference, Nassau, B.W.I., 
1958. 

Govier, Wm., Grelis, M. E., Yanz, N. S., and 
Beyer, K. H.: J. Pharmacol. Exptl. Therap., 
87:149, 1946. 

Saunders, J. C.: Clinical Implications of Neu- 


PSYCHOSOMATICS 


38. 


39. 


40. 





91 


rochemistry. Ohio State Medical Association, 
Columbus, April 1959. 


. Pullman, B., and Pullman, A.: Proc. Natl. 


Acad. Sc. U.S., 44:1197, 1958. 

Isenberg, I., and Szent-Gyorgyi, A.: Proc. 
Natl. Acad. Sc. U.S., 44:857, 1958. 

Saunders, J. C.: Chelation—An Integrative 
Chemical Concept of Psychoses. (Abstract.) 
Chemical Concepts of Psychoses, McDowell, 
Obolensky, Inc., 1958, p. 152. 

Saunders, J. C.: Etiology of Psychosis Theor- 
ized from Drug Actions. Psychopharmacol- 
ogy Frontiers. Boston: Little, Brown & Co., 
p. 407. 

















Visceral Neurosis: A neuralgic woman seems thus to be peculiarly unfortunate. 
However bitter and repeated may be her visceral neuralgias, she is told either that 
she is hysterical or that it is all uterus. In the first place she is comparatively for- 
tunate, for she is only slighted; in the second case she is entangled in the net of the 
gynecologist, who finds her uterus, like her nose, is a little on one side, or again, like 
that organ, is running a little, or it is as flabby as her biceps, so that the unhappy 
viscus is impaled upon a stem, or perched upon a prop, or is painted with carbolic acid 
every week in the year except during the long vacation when the gynecologist is 
grouse-shooting, or salmon catching. . . . Her mind thus fastened to a more or less 
nasty mystery becomes newly apprehensive and physically introspective and the mor- 
bid chains are riveted more strongly than ever. Arraign the uterus, and you fix in the 
woman the arrow of hypochondria; it may be for life. 


Clifford Albut, Lancet, 1:459-507, 1884. 
(Quoted by Weiss and English, Psychosomatic Medicine, Saunders, Phila. 1943, p. 5.) 


Remedies suited to the individual patients should be used. Some need medical care 
and attention to their mode of life, others need gentle and friendly treatment, so that 
like wild animals they may gradually grow genile; still others need instructions... . 
Above all, as far as possible, tranquillity must be introduced in their minds, for it is 
through this that reason and sanity return. 


Juan Luis Vives (De Anima et Vita, published 1538.) 
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The Diagnosis of Functional Gastrointestinal Disorders 


CHARLES H. BROWN, M.D. 


The nervous patient without organic dis- 
ease but with pain and other gastroenterologi- 
cal symptoms frequently receives little atten- 
tion, care, or understanding. Perhaps too 
many of us as doctors have the same attitude 
as that depicted by Peter Arno in a classic 
cartoon: “Don’t tell me your troubles, I have 
troubles of my own.” We may be too involved 
with our own tensions and problems to listen 
to those of others. 


Many of us would like to refer these pa- 
tients with severe gastrointestinal neuroses 
to others, because treating them may be time 
consuming, and at times, unsatisfactory with- 
out the dramatic beneficial results obtained 
by an appendectomy for acute appendicitis. 
The correct diagnosis and treatment of func- 
tional gastrointestinal problems, however, 
may prevent needless operations, much misery 
and expense and loss of work. While the time 
required to diagnose and treat functional gas- 
trointestinal ailments is frequently consider- 
ably greater than the time required to snip 
out an appendix, the beneficial results can be 
even more gratifying. This is time well spent. 

Some psychiatrists will not make the diag- 
nosis of functional disease until the entire 
underlying mechanism has been disclosed. This 
is entirely unnecessary, as a positive diagno- 
sis can be made without any knowledge of the 
cause of the functional problem. We do not 
wait to know the cause of gastrointestinal 
cancer before making the diagnoses of these 
lesions; similarly, we do not need to know 
the etiology of a functional disturbance to 
realize that such a problem is present. 

The diagnosis of functional gastrointestinal 
disturbances should be a positive diagnosis, 
rather than a negative or exclusion diagnosis. 
A positive diagnosis can be made on the basis 
of symptoms, history, behavior of the patient 
during the interview and examination, or on 
the basis of physical (and occasionally lab- 
oratory and roentgen) examination. Such a 
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positive diagnosis based on definite findings 
will remain correct even though organic dcis- 
ease may be subsequently found. I remem- 
ber a sixty-five year old woman with a forty 
year history of constipation, gas, flatulence 
and abdominal cramping. She was also found 
to have a carcinoma of the right colon, which 
was removed. Three weeks after a successful 
right colectomy for her cancer, all her pre- 
vious abdominal distress returned. She was 
very unhappy and bitter because she had 
thought the operation was going to relieve 
her distress of forty years’ duration. Obvi- 
ously, her correct preoperative diagnoses were 
parcinoma of the right colon and chronic irri- 
table colon. 


The diagnosis of functional indigestion 
should not be simply a negative or exclusion 
diagnosis. It should not be made automati- 
cally in every patient simply because negative 
findings result after exhaustive physical, lab- 
oratory, and roentgen examinations. With the 
multitude of new equipment, gadgets, x-rays, 
and other diagnostic facilities, the importance 
of an adequate history may be forgotten. 
There is no laboratory or roentgen examina- 
tion that replaces the doctor talking to—and 
more important—listening to the patient. The 
use of office aides (medical secretaries and 
nurses) or paper and pencil inventories to 
take a history is deplorably unsatisfactory. 
The patient will frequently tell the doctor his 
problem and sometimes the cause of his diffi- 
culty without realizing it. 

One does not need to be a psychiatrist to 
make a diagnosis of functional disease. You 
do not need training in the analytic theory of 
oral eroticism, or the meaning of persistent 
thumb-sucking or regression to infantile be- 
havior to tell that the patient whose finger- 
nails are bitten to the quick is nervous. 

In making a functional diagnosis, it is most 
important to exclude organic disease. Func- 
tional disease may obscure organic disease: 
1) the multiple complaints may be mislea:ling, 
2) repeated long-standing complaints may con- 
fuse the doctor, and 3) the functional pain 
may be more severe than the organic pain. 
One of my colleagues in Detroit cared jor a 
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patient who had had severe tension headaches 
and conversion symptoms all her life. She was 
very bitter about her tension headaches, and 
was finally admitted to the hospital because 
of these symptoms. Roentgenograms of the 
stomach were negative, but six weeks later 
she died of undiagnosed carcinoma of the 
cardia of the stomach. Until the day she died, 
her only complaints were the nervous head- 
aches. This incident illustrates two impor- 
tant facts: 1) a patient with a conversion neu- 
rosis can develop cancer; 2) the pain due to 
nervous tension may be more severe than that 
due to organic disease. 

Diagnostic studies are necessary, not only to 
exclude or to find organic disease, but also 
from a therapeutic standpoint. Many of these 
patients may mistakenly believe they have can- 
cer. Adequate examination, excluding neo- 
plasm, can be of definite value in treatment. 
Positive reassurance, after adequate study, 
may relieve the patient’s anxiety and fear that 
he has some dreadful disease, and may be the 
only therapy necessary. When reassured after 
only a superficial examination, the patient 
doubts the soundness of the diagnosis and ad- 
vice. When reassured after thorough and 
complete examination, the patient knows the 
diagnosis is on a sound basis and accepts re- 
assurance that serious organic disease has 
been excluded. 


Symptoms of Functional Disease 


The symptoms alone of many patients sug- 
gest the diagnosis. I can only briefly men- 
tion some symptoms. 

Migraine suggests functional disease. We 
see many patients who have had cholecystec- 
tomy for migraine because they vomit bile. 
Needless to say, they continue to have the 
migraine after operation. 

Obesity is a symptom of nervous tension 
and some will admit they eat when they get 
nervous. The obese patient is a nervous, tense 
patient. 

You can be suspicious of the patient who 
vomits everything he eats, but has had no loss 
of weight. Some complain of a lump in the 
Stomach, food remaining in the stomach, and 
not being able to digest. Shifting abdominal 
pain all over the abdomen is also a sign, as 
are multipie symptoms. Patients who bring 
in long lists of complaints are like someone 
who goes to the bargain counter and wants 
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to get these twenty-five symptoms or com- 
plaints cured for the price of one. The more 
symptoms the patient has, the less seriously 
you need to take any one of them. 

Bizarre symptoms that do not fit into any 
organic disease, such as pain from the head 
to the feet, seldom indicate organic diseases. 
Similarly any evidence that there is aggrava- 
tion of distress by emotional crises is fre- 
quently a sign of functional disease. Pain 
over the apex of the heart that is relieved by 
belching or passing flatus, also indicates func- 
tional disease. Patients with marked aero- 
phagia, those who use laxatives chronically, 
those who obtain relief of distress by bowel 
movement, and those whose distress is repro- 
duced by barium enema, have symptoms which 
are suggestive of an irritable colon. 

Recurrence of the same distress six months 
after operation is also an indication. We had 
one patient who had had seven operations and 
still had the original pain she had before the 
first one. Each operation was a surgical tri- 
umph. She believed after each one that she had 
been miraculously saved and snatched from 
the grave. A history of multiple operations 
and agitation also indicates functional dis- 
tress. Also indicative is the patient who can- 
not take any medication, who has strange and 
unusual reactions to any treatment. In addi- 
tion to this patient, there is the patient who 
is not helped or affected in any way by large 
doses of medication. Poor habits such as ex- 
cess coffee, excess alcohol and excess smoking 
all suggest nervous tension as does insomnia. 

Then there is the patient who mystifies all 
doctors. ‘‘No one can diagnose me and no one 
can help me.” Other variations are the pa- 
tients who have been seen by large numbers 
of doctors, and who go from one large clinic 
to another, and patients who are unable to 
swallow pills, although large hunks of meat 
may be swallowed. Occasionally patients will 
transfer the cause of their symptoms to the 
doctor. They will blame him for their diffi- 
culty. Their attitude is, “Doctor, you have to 
do something.” These patients invariably have 
conversion. There are patients who complain 
of weak spells and fainting but actually never 
pass out. Tiredness, particularly the tired- 
mother syndrome, is significant. These pa- 
tients are as tired in the morning after ten 
hours’ sleep as when they went to bed. Re- 
peated blood counts and BMR’s are normal. 
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There are still other symptoms of functional 
disease: There is the pain in the stomach, 
which after being relieved by symptomatic 
management is succeeded by development of 
other symptoms transferred from one system 
to another. Other instances include the pa- 
tient who is always a grave emergency, the 
patient who requires midnight calls, the pa- 
tient who demands immediate hospitalization, 
but who you find has had his symptoms not 
only for many months, but for many years; 
the patient who exaggerates all complaints (all 
pain is terrible, terrific and horrible) may 
also be suspected of functional disorder. 

Long duration of symptoms can be an indi- 
cation of functional disease. The patient who 
has had the same distress for forty years ob- 
viously does not have carcinoma causing that 
distress. Nervous, spastic, or irritable bowel 
can cause exactly the same symptoms as car- 
cinoma of the bowel, except the patient with 
a nervous bowel has usually had it a long time. 
The patient with a carcinoma usually has had 
symptoms for only a short time. Duration of 
symptoms is most important. 


Physical Signs of Functional Disease 


Physical examination and careful observa- 
tion of the patient’s reactions during exami- 
nation can be most helpful. The following sit- 
uations are significant: A mother is always 
present with a teen-ager; a sixty year old pa- 
tient tries to look and behave like a twenty- 
five year old; “plucked” eyebrows (Gardner 
Sign); a patient sits on the edge of the chair 
like a hyperthyroid person anticipating each 
question; a wife or husband answers all the 
questions for the patient. What else do you 
need to make a diagnosis? 

The blood pressure may be slightly elevated 
and the patient may have a mild fever. Sigh- 
ing respiration, gasping for breath, hyper- 
ventilation with reproduction of the symptoms 
of giddiness, dizziness and faintness during 
auscultation of the chest are significant. 


Other indications are: Either overmodesty 
or exhibitionism, with draping of the sheet 
and pointed toes; posing as Marilyn Monroe: 
blushing, which may be a sign of nervous ten- 
sion as well as dermographism, urticaria, and 
neurotic excoriations; “puddle” sign of the ex- 
amining table due to increased axillary sweat- 
ing; hyperhydrosis and wet palms; wearing 
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of dark glasses inside a building or wen 
cloudy. You may also suspect the patient v ho 
has severe pain with a smile; severe den- 
tal caries (patients are frequently too nervous 
to visit the dentist); extremely overactive 
gag reflexes; extra systoles and an over- 
active heart in the absence of any heart ‘lis- 
ease or hyperthyroidism; muitiple scars from 
previous operations on examination of the 
abdomen; aerophagia with an air-filled stom- 
ach; a tender aorta. Others hyperreact on 
the abdominal examination and are tense 
all over (a ticklish abdomen seldom indicates 
organic disease) ; show lack of muscle spasm 
despite severe excruciating pain; have over- 
reaction to rectal and proctoscopic examina- 
tion; or have a normal stool in the rectum, de- 
spite severe diarrhea. 


Laboratory and Roentgen Examination 


Laboratory and roentgen examinations can 
be extremely helpful in the diagnosis of func- 
tional gastrointestinal disease. A mucous cast 
on examination of the stool, which convinces 
the patient that he has worms, suggests an 
irritable colon. An air-filled stomach and co- 
lon indicates severe aerophagia. Marked spasm 
on roentgen examination of either the stom- 
ach or colon may suggest functional disorders. 


The KUB plate in Figure 1 showing a large 
stomach filled with air is diagnostic of aero- 
phagia. Barium enema on another patient 
showed no filling of the right colon and was 
suggestive of carcinoma (Figure 2). When the 
barium enema was repeated after antispas- 





Figure 1. Flat plate of the abdomen in a pa 
tient with marked aerophagia. 
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modic medication, filling of the right colon, 
which was normal, resulted (Figure 3). Sub- 
sequent follow-up studies and response of the 
patient to treatment have further indicated 
that the defect on the initial barium enema 
examination was due to spasm and not to any 
organic lesion. Barium enema examination 
may show generalized spasm, rather than the 
localized spasm in the previous patient. Fig- 
ure 4 shows spasm of the entire descending 
colon with some dilatation of the right colon; 
no organic disease, however, is present. 





Figure 2. Initiai barium enema x-ray of the 
colon suggesting carcinoma. 





Figure 3. The next day, x-ray of the colon was 
repeated after sedation and antispasmodic; the 
colon is normal. The patient has been asymp- 
tomatic for two years. 
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Figure 4. Marked spasm of descending colon 
with dilatation of the right colon in a patient with 
constipation and severely irritable colon. 


SUMMARY 


The diagnosis of functional gastrointestinal 
disorders should be a positive one based on 
the patient’s symptoms, history, behavior dur- 
ing the examination, and physical findings. 
Such a diagnosis should not be merely a neg- 
ative or exclusive one based solely on the in- 
ability to find organic disease. Adequate di- 
agnostic studies to exclude organic disease 
are essential whenever a positive diagnosis of 
functional indigestion is made. Such studies 
are necessary since: 1) Multiple functional 
complaints can obscure organic disease; the 
pain from an irritable colon may be more se- 
vere and obscure the pain from a cancer of the 
gastrointestinal tract. 2)Patients with func- 
tional disease can develop carcinomas and 
other organic diseases. 3) Many patients with 
functional gastrointestinal symptoms believe 
they have cancer, since the symptoms may be 
identical. Reassurance, after adequate exami- 
nation, can relieve the added anxiety about 
their health, and can be of therapeutic value. 

It is not necessary to be a psychiatrist or 
to know the underlying mechanism causing 
functional gastrointestinal disease to make 
such a diagnosis. A positive diagnosis can 
be made frequently on the basis of the history 
and symptoms and physical findings which 
are pathognomonic of functional disorders. 
Similarly, certain laboratory and roentgen 


findings are diagnostic of functional gastro- 
intestinal disturbances. 
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Stress as a Possible Cause of Heart Disease 


MILTON PLOTZ, M.D. 


I am treating here a fashionable subject; 
the journalists would call it one of the “hot- 
test” subjects in the field of medicine. Cer- 
tainly we need to be able to properly evaluate 
what we do know for a fact, what is probably 
true in the light of what we do know, and 
what is purely speculative and about which 
we need further information and some hard 
facts. It will not be easy to do this since this 
is, even for those of us who are investigators 
and observers of the general cardiac scene, a 
highly charged subject emotionally. 

One thing, at least, we can accept as cer- 
tain is that emotional factors will determine 
the comfort, or lack of it, in a patient with 
established heart disease, especially angina 
pectoris and hypertension. The presence or 
absence of emotional disturbances will often 
determine the nature and extent of the pa- 
tient’s complaints. From the time Heberden 
called the attention of the world to the in- 
fluence of anger on angina pectoris in his orig- 
inal monograph, we have been able to confirm 
his observations millions of times. Let us 
therefore quickly leave this aspect of the ques- 
tion behind. Let us take it for granted that 
stress—whatever that is—will affect the 
course of a patient who already has some- 
thing wrong with his heart. 

Let us narrow our field of inquiry a bit. 
Is it true that “stress” can initiate heart dis- 
ease and is it an important etiological agent? 
Narrowing the discussion still further, let us 
focus on coronary disease, first because this 
is a subdivision of heart disease with which 
I am better acquainted than any other and 
secondly, because anything concerned with 
coronary disease is really “hot,” especially 
since atheroma is the leading killer in the 
United States today. 

On a recent occasion one of my colleagues 
has said: “Certainly emotional stress is one 
of the main factors in the development of 
atherosclerosis, particularly coronary athero- 
sclerosis ...” If we accept the theory—as I 
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do— that disorders of the metabolism of fatty 
substances are intimately connected with a 
romatosis, we can find some support for my 
colleague’s standpoint from the increasing evi- 
dence that emotional tensions can raise the 

lood cholesterol and shorten the coagulation 
time. The studies of accountants made by Dr. 
Meyer Friedman and his colleagues from Cali- 
fornia along with several studies of students 
and others under acute strain would seem to 
support this view. On the other hand, other 
recent studies would seem to indicate that the 
answers are not all in. For example, at Cor- 
nell, a study of 106 students under the stress 
of examinations, showed no changes in the 
clotting mechanisms. In Israel, careful stud- 
ies of students under a similar stress showed 
that there was no elevation of those lipid 
fractions which we have grown accustomed to 
association with the development of atheroma. 
Clearly, more information is needed. 


Let us now examine the thesis that persons 
with coronary disease exhibit a special type of 
personality pattern, a thesis which has been 
accepted by many cardiologists for a decade 
or more. This is a theory that has been prop- 
agated most actively by Dunbar, Arlow and 
the Menningers. 

Both Dunbar and Arlow concluded that a 
clear-cut constellation of personality traits can 
be detected in individuals with coronary dis- 
ease. The patients in the series studied 
showed a high record of previous illness, a 
high marriage rate, and had large families; 
there was a decided trend toward completion 
of whatever scholastic unit was undert:ken, 
as well as a tendency to stick to one jo! for 
many years, to work long hours “under con- 
siderable stress and strain,” and not to take 
vacations. There was little interest in sports 
or hobbies, but marked interest in philosophy 
and intellectual pursuits. They exhibited con- 
siderable evidence of control, “presenting 4 
surface calm with little of the appearance of 
strain that is evident in patients with hyper- 
tensive cardiovascular disease.” 

Relatively few neurotic traits were found, 
but as children these patients tended ‘o be 
stubborn and self-willed, and were apt to 
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brood; constipation during childhood was com- 
mon. The psychodynamic importance of their 
chil lhoed conflicts with authority was empha- 
sizel1 by the investigators. There was an 
ear!’ competitive relationship with a much 
feared and envied parent (usually the father) ; 
the characteristic defense mechanisms for 
dea ing with this focal conflict were repression 
and identification. These mechanisms served 
the purpose only inadequately, for the patient 
con’ inued to re-experience his old conflict with 
aut! ority repeatedly as he unconsciously re- 
cre.ted the original competitive situation in 
new forms. The compulsive drive to success 
by means of hard work and self-discipline 
bro:.ght no gratification or relief from tension. 


= 


Tie “apparent strength and extreme brit- 
tleness of the defenses” was noted, as well as 
thai their only strength was in the fact that 
their “highly unified and rigidly crystallized 
life role is culturally well adapted and very 
rewarding.” 


A more recent study from Harvard by Miles 
and his co-workers throws some doubt on Dun- 
bar's and Arlow’s conclusions. The Miles 
group note that some of the discrepancies 
might lie in the different sociocultural com- 
position of the two groups of patients. Dun- 
bar’s group of 22 patients was 59 per cent 
Jewish; their 46 patients were 35 per cent 
Jewish. They found that the incidence of 
“coronary personality” was more than twice 
as great in the Jewish group, ali but one of 
whom had fathers who had emigrated from 
central or eastern Europe; in many cases there 
had been a good deal of emphasis on educa- 
tion, material success, and a rise in social 
scale. In Dunbar’s study no allowance had 
been made for these factors, so that her pos- 
tulated relation between personality and cor- 
onary disease might in fact not be as close as 
she thought. 

More recently, Dr. Russek in Staten Island 
has re-emphasized the importance of person- 
ality factors in the etiology of coronary heart 
disease—not that he uses the word “etiology” 
—and has described the typical patient as one 
who doesn’t know what to do with his leisure 
and one who has multiple goals in life. Since 


I have the highest regard for Dr. Russek’s 
work, I will simply say at this point that this 
is the latest contribution to this important 
subject and one which deserves the closest 
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possible study by people who are interested 
in psychosomatic problems. 

I should like most particularly to discuss 
an attitude which seems to be implicit in most 
discussions of this type. This is the premise 
that we in the Western civilized world and 
most especially in the United States, are lead- 
ing lives of greater stress than people did in 
previous centuries and generations and than 
people do in the so-called less civilized parts 
of the world, and that this increase in stress 
has resulted in an increase in heart disease. 
This sounds like a simple and straightforward 
statement of a position, but is it indeed? 
Closer examination of this premise shows that 
it rests on at least four assumptions. 


First, it assumes that we know what stress 
is and that we are all talking about the same 
thing when we discuss it. Actually, we can 
make no such assumption. The word stress 
means one thing to the engineer, another to 
the general practitioner, still another to the 
gynecologist, still another to the marriage 
counsellor, or to the financial advisor. A late 
book on this subject gets through this diffi- 
culty in the happiest possible way. This is a 
large, intelligent and generally scientific vol- 
ume which is devoted to a discussion of the 
effects of stress on a human being. Nowhere 
do the authors take time out to discuss what 
they mean by stress. 

More currently, Dr. Desmond O’Neill, in a 
recent issue of the Lancet, defines stress as 
“the internal or resisting force brought into 
being in the human organism by interaction 
with the environment.” He goes on to say: 
“A stress disorder is taken to mean an ill- 
ness which 1) begins at a time of crisis in 
the patient’s life, 2) shows a time correlation 
with situations provoking stress in the pa- 
tient, and 3) clears up when the situation 
changes or the patient learns to adapt to it 
better. . . . The conclusion seems to be ines- 
capable that the proportion of stress disorder 
is rising, relative to the other kinds of dis- 
ease such as infection, that were more preva- 
lent in former days.” In an even more recent 
issue of the Lancet, Foggitt says that “stress 
could be defined as nervous strain engendered 
in the course of adaptation to an environment 
for which mankind has been _ insufficiently 
equipped in the course of evolution. It is not 
suggested that modern life is particularly 
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difficult; it is not the kind of life to which 
mankind has hitherto been accustomed. This 
definition takes into account the apparent 
correlation between so-called stress-disorders 
and the degree of “civilization” to which a 
population has been subjected.” 

My own colleagues have given stress va- 
rious definitions. One has said that it was 
“essentially the rate of all the wear and tear 
caused by life’; another has said that “stress 
would be the response or the reaction of the 
organism to a stimulus which is noxious or 
unpleasant to the individual although it may 
not be to others”; yet another has said that 
“anything that disturbs the steady state of a 
living organism is stress.”” He would define 
stress then as a personality type, a type that 
is neither good nor bad, but different, and 
that a person who reacts differently from the 
usual person under the same stimulation, ei- 
ther hypo or hyper, might be said to be in a 
stressful situation. 


Let us go on, even if we cannot all define 
stress the same way, and ask ourselves if 
there are any occupations which we consider 
particularly stressful, dodging for the mo- 
ment a precise definition. Three months ago 
in London, I put this question to a group. It 
was generally agreed by the medical men 
present, that executives in high office had the 
greatest degree of stress and that clergymen 
of the Anglican church led the lives of least 
emotional tension. I could not have stirred 
up a more active hornet’s nest. It was very 
quickly brought to my attention that the tele- 
phone company in this country has made a 
careful study of the incidence of coronary dis- 
ease in its employees and found a far lower 
percentage in its top executives than it did in 
its clerks or field workers. An English study 
of industries there came to the same conclu- 
sions. On the other hand, the carefully kept 
records of the Registrar-General in Great 
Britain show that members of the Anglican 
clergy stand extremely high in their vulner- 
ability to this disease. In all fairness, I should 
add that when I told a highly-placed church 
official in England about this discussion, he 
was very indignant and gave me an hour's 
dissertation on the tensions, anxieties, and 


other problems of the clergy of the Church 
of England. 
Next, are we correct in assuming that we 
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have fewer emotional tensions than the eo- 
ple of Africa, Asia and other less highly de- 
veloped regions to which the blessings of ‘ele- 
vision and the subway rush are completely un- 
known? I do not have time to examine his 
point in detail here; I refer you to a brill ant 
article, “The Neurotic East” in the New ) ork 
Times for March 24, 1957. One can only come 
away from this carefully reasoned article with 
the feeling that we in the West are leading 
lives of indolence and ease, free of worry and 
anxiety, compared, let us say, to the inhab- 
itants of the villages of India. 

Any conclusion that geography and the dif- 
ferences in tensions in geographic location 
have anything to do with coronary disease 
must reckon with the fact that in the United 
States 36 out of every 10,000 men between the 
ages of 45 and 65 die each year of coronary 
disease in contrast with 16 in England and six 
in France. Are we really more than twice as 
stressful as the English and six times as 
much as the French? I do not maintain that 
we are not; I merely point out that all of 
this wi!l bear further examination. 

Next, let us ask ourselves if we do indeed 
lead tenser and more stressful lives than our 
ancestors. I refer you to the following quo- 
tation: 


“Peptic ulcer—one of the pestilent camp fol- 
lowers of civilization—one of the penalties we 
pay for our boasted progress, seems to be more 
than keeping pace with our advancement, and to 
be attaching itself especially to certain phases 
of civilization. There is reason to believe that 
it is, if not of modern origin, at least of modern 
growth, and that modern habits and modern 
modes of life have something to do with its prop- 
agation. This is essentially a feverish anc fid- 
gety age, in which an unappeasable restlessness 
pervades all ranks and classes. The strugg]~ for 
exitence has become a melee, and the recom- 
mendation to ‘commune with your own heart in 
your chamber, and be still is looked upon as an 
obsolete adage. The result of all this ceas»less 
agitation and ambitious striving is that the gas- 
tric mucosa often gives way under the s'rain 
imposed on it. By a hideous kind of poeticai jus- 
tice, peptic ulcer has become a distorted reflie tion 
of the follies of the age. It is the mise: able 
otium cum dignitate of the man of business ' 


With one modification those are the a ‘tual 
words spoken by Dr. James Crichton-Briwne 
in 1871, about the cause of general paré ysis 
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of the insane, at the seventh meeting of the 
Medico-Psychological Association. I have mis- 
led vou purposely by substituting the words 
“pey'tic ulcer” for a disease (general paresis) 
which we now know to have other causes.’ 
We know now, of course, that general pa- 
raly is of the insane is caused by syphilis and 
that it has now almost disappeared. In the 
18th century, tuberculosis was uniformly 
tho. ght of as being caused by what we today 


call stress. According to no less a person than 
Auexrbrugger, tuberculosis was the result of 
hom:sickness. Today I think we know better. 


When we think a little about the sort of 
our ancestors did in fact lead, it gives 


live 

us ;}ause. Dr. Russell Homan said that he 
coul! think of no more stressful situation 
thar waking up in a cold, damp cave with a 
stone hatchet to get his breakfast. These 
were our remote ancestors but how about 


closer ones, those of the 16th to the 19th cen- 
tury? The fears, anxieties, and emotional 
strains under which our forbears lived were 
probably as great as ours, and there is every 
reason to suppose that life was just as nerve- 
wracking then as it is now. The average per- 
son of the “carefree” 16th century worried 
constantly about disease, sudden death, wild 
beasts, raids by the inhabitants of nearby vil- 
lages, making a living, providing shelter, what 
was going to happen to him five, ten, and 


1. The quotation from Dr. James Crichton- 
Browne and the adaptation come from an excel- 
lent article in the Lancet by Dr. Richard Asher. 
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twenty years from now, etc., etc. Do we have 
the right to say that we are living more 
stressfully than before? I, for one, do not 
know the answer; perhaps we are. 


The final assumption which needs challeng- 
ing or at least examination, is that heart dis- 
ease is actually on the increase. The chances 
are, that in the United States at least, it is 
somewhat more prevalent than it was a hun- 
dred years ago but we are not nearly as sure 
of this as we were ten years ago. A critical 
re-examination of the statistics by insurance 
companies leads to the conclusion that the 
graphs shown to us a decade ago in which 
heart disease, especially coronary heart dis- 
ease, was shown to be six or seven times as 
widespread as it was say in 1900, may have 
been wildly exaggerated. When differences in 
nomenclature, fashions in diagnosis and reli- 
ability of statistics, are taken into account, the 
phenomenal increase seems to dwindle. Taken 
age for age, and subjected to rigorous criti- 
cal analysis, statistics seem to indicate that 
coronary disease is only a little more prevalent 
than it was a generation ago. 


I hope that I have not been too discourag- 
ing. I did not mean to imply that any of the 
assumptions I have been examining are nec- 
essarily incorrect. I merely point out that 
they are not necessarily correct and that it be- 
hooves us as true scientists to establish facts 
and recognize speculation and conjecture for 
what they are. 





The most conspicuous and dramatic post-war development has been the develop- 
ment of psychosomatic medicine, resulting from a spontaneous impulse toward a syn- 
thesis between psychopathology and general medicine, toward establishing the bio- 


psychological unity of the human person. 


However, psychosomatic medicine is over- 


burdened with new problems which medicine cannot yet solve and which psychiatry 


can only name. 
psychiatry and medicine is in the midst of a turbulent and confusing phase. 
ture of this synthesis is not yet clear. 





It seems justified to say that the synthesis of psychoanalysis with 


The fu- 


Gregory Zilboorg 
J.A.M.A., October 10, 1959. 
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Notes and Comments 


Dr. Edward Weiss 


Dr. Edward Weiss of Philadelphia, a partici- 
pant in the 1958 meeting of the Academy, and 
one of the leaders in American Medicine, died 
suddenly on Jan. 13, 1960 of coronary thrombosis. 

Dr. Weiss was Professor of Clinical Medicine 
at Temple University Medical School. He had 
organized the Temple Psychosomatic Clinic, with 
teaching activities at both undergraduate as well 
as graduate levels. He was a past president of 
the American Psychosomatic Society, one of its 
founders, and an editor of its journal, Psychoso- 
matic Medicine. He was also an editor of the 
Archives of Psychosomatics and of World-Wide 
Abstracts. He was a member of the American 
Heart Association’s Council for Research in High 
Blood Pressure, and Director of Psychosomatic 
Research for the National Committee for Men- 
tal Hygiene. In collaboration with Dr. O. S. Eng- 
lish, also of Temple University Medical School, 
he wrote “Psychosomatic Medicine,’ now in its 
third edition, one of the fundamental books in 
this vital area of medicine. 

His loss will be deeply felt. He was gifted 
with the unusual ability of communicating his 
enthusiasm to others and inspiring them to 
greater attainments. 





The 1960 Academy Meeting 


Plans for the October 13th to 15th meeting in 
Philadelphia have now reached the stage where 
a tentative program is possible. Thursday, Oc- 
tober 13 will feature a symposium entitled ‘“Emo- 
tional Problems in Medical Practice.” Partici- 
pants will include Dr. Keith Fischer of Phila- 
delphia, Psychiatrist-in-charge of the Psychoso- 
matic Clinic at Temple University Medical 
School; Dr. David Grob, Professor of Medicine, 
State University of New York Downstate Medi- 
cal Center, and Director of Medicine at Maimoni- 
des Hospital of Brooklyn; Dr. Charles Herbert, 
Chief of Medical Service, Kaiser Foundation Hos- 
pitals, San Francisco; and Dr. Raymond W. Wag- 
goner, Professor and Chairman, Department of 
Psychiatry, University of Michigan Medical 
School. 

A morning panel will consider the “Emotional 
Aspects of Dermatology and Allergy,” and will 
include Dr. Maury Sanger, Assistant Professor 
at the Albert Einstein Medical School in New 
York, acting as moderator; Dr. Samuel Green- 
berg, Brooklyn, dermatologist and psychiatrist; 
Dr. M. Murray Peshkin, Professor of Allergy, Al- 
bert Einstein Medical School. Other probable 


participants are Dr. Ethan Allan Brown of Bos- 
ton and Dr. Harold Abramson of New York City. 


Luncheon panels scheduled for the same day 
include: “Interview Techniques” with Dr. H nry 
Brosin, Prefessor and Chairman, Departme! ¢t of 
Psychiatry, University of Pittsburgh Me: ical 
School; and Dr. William C. Steiger, an inte: nist 
at the Psychosomatic Clinic of Temple Un ver- 
sity. “Drugs and Research” will feature Dr. 
Herman Denber of Manhattan State Hos; ital, 
Dr. Frank Ayd of Baltimore, Dr. Douglas Cold- 
man of Cincinnati and Dr. Karl Beyer of \Vest 
Point, Pa. “Sterility and Frigidity” will be 1nod- 
erated by Dr. Robert N. Rutherford, Assoviate 
Professor of Obstetrics and Gynecology at the 
University of Washington Medical School at Se- 
attle and Executive Editor of the Western Jour- 
nal of Surgery, Obstetrics and Gynecology; Dr. 
Herbert Kupperman, Associate Professor of 
Therapeutics at the New York University Medi- 
cal School; Dr. Kenneth Teich of Duluth, Minne- 
sota; and Dr. Victor Szyrynski, Professor of Psy- 
chotherapy at the University of Ottawa. 

Thursday afternoon will feature a symposium 
on “Drug Therapy and Psychotherapy—Are They 
Compatible?” Participants will include Dr. Paul 
Kielholz, Deputy Director of the University Psy- 
chiatric Clinic, Basle, Switzerland; Dr. Kenneth 
Appel, Professor and Chairman, Department of 
Psychiatry, University of Pennsylvania Medical 
School; and Dr. Herman Denber. 

The Thursday night round table has a change 
in title and will consider the problem of ‘‘Psycho- 
somatic Medicine — Definitions, Goals, Limita- 
tions, Assorted Conflicts and Dilemmas.” It will 
be moderated by Dr. Wilfred Dorfman of the De- 
partments of Medicine and Psychiatry, Maimoni- 
des Hospital, Brooklyn. Panelists include Dr. 
Paul Kielholz, Dr. Maury Sanger, Vice-President 
of the Academy, Dr. Joseph Hughes, Professor 
of Psychiatry, Women’s Medical College of Penn- 
sylvania, Dr. Kenneth Appel, Dr. Frank Frem ont- 
Smith, Medical Director of the Josiah Macy Jr. 
Foundation, and Dr. William F. Sheeley, C air- 
man of the G. P. Education Project of the Ameri- 
can Psychiatric Association. 

The Friday sessions include two morning »an- 
els (starting at 8:30 A.M. despite all pre ‘ous 
promises to the contrary). One will conside: the 
topic “Chest Pain--Somatic and Psychic ‘“ac- 
tors.” Participants will include Dr. Burton “oh- 
man, Professor of Medicine, State Universit’ of 
New York, Downstate Medical Centre; Dr. Na- 
thaniel Reich, also of the State University } edi- 
cal Centre: Dr. Robert S. Garber, psychie rist 
and Medical Director of the Carrier Clin’? in 
Belle Mead, New Jersey. A second panel will 
consider “Handling the Patient with Chroni II 
ness.” It will include Dr. Edward Bortz, I rec- 
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tor of Medicine, Lankenau Hospital, Philadelphia; 
Dr. David Grob, Dr. Maurice Linden, Director of 
Mental Hygiene, City of Philadelphia; and Dr. 
John Whittier, Creedmoor State Hospital, New 
York. 

A late morning panel on the same day will 


consider some of the “Emotional Problems in 
Surgery and Surgical Specialties.” Dr. Arthur 
Foxe of New York, psychoanalyst, will be mod- 
erator. Participants will include Dr. Louis J. 
Feit (plastic surgeon), Dr. Bertram B. Moss 
(Secretary of the Academy), and Dr. Clifford H. 
Keene, Director of Medical Relations, Kaiser In- 
dustries, Oakland, California. 

Luncheon panels on Friday will include: 1) 
“Group Psychotherapy” (Dr. Maurice Linden; 
Dr. Samuel B. Hadden, Philadelphia; and Dr. Vic- 
tor J. Locicero, Philadelphia) ; 2) ‘“‘The Doctor as 
a Therapeutic Agent” (Dr. Robert S. Garber, Dr. 
Charles Herbert, and Dr. James L. McCartney, 
Garden City, N. Y.); 3) “Short-Term Psycho- 
therapy” (Dr. George Sutherland, Associate Pro- 
fessor of Psychiatry, University of Maryland 
Medical School; Dr. Joseph Hughes and Dr. 
George Train, Department of Psychiatry, State 
University of New York, Downstate Medical Cen- 
ter.) 

The afternoon session on Friday will feature 
an address by Dr. Wilfred Dorfman, the Presi- 
dent of the Academy, and also one by Dr. George 
Sutherland, the President-Elect. These will be 
followed by a talk by Dr. Kielholz of Basle, 
Switzerland. The late afternoon plans are still 
not complete but will tackle the problem of ’’In- 
terview Techniques.’ A cocktail party and ban- 
quet will be held on Friday evening. 

The Saturday sessions will open with a sym- 
posium on ‘Psychiatric Education for the Non- 
Psychiatrist.” It will be moderated by Dr. Jules 
Massermann of Chicago, Professor and Chair- 
man, Department of Nervous and Mental Dis- 
eases, Northwestern University Medical School. 
Dr. Massermann will also speak on ‘‘Psychoso- 
matic Medicine—A Triple Tautology.’”’ Other par- 
ticipants will include Dr. Milton Kurian, Chief of 
In-Patient Psychiatry, Maimonides Hospital of 
Brooklyn, who will speak on “Psychiatry in the 
General Hospital,” and Dr. Mathew Brody, of 
Brooklyn, Chairman of the Subcommittee on 
Mental Health, who will address the Academy on 
“Experiences in Post-Graduate Education of the 










Non-Psychiatrist.” 

A late morning panel will cover the topic of 
hypnosis. Participants will include Dr. William 
S. Kroger of Beverly Hills, Dr. Leo Wollman of 
Brooklyn and Dr. Milton V. Kline of New York 
City. 

One of the Saturday luncheon panels will cover 
the topic: “Schools of Thought — The Non- 
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Psychiatrist’s Dilemma (Couch? Shock? or 
Drugs?)” It will include as participants Dr. 


Jules Massermann and Dr. Frank Fremont- 
Smith. Another panel will consider the “Or- 
ganic Aspects of Psychiatry” and will include 
Dr. John D. Moriarity of Los Angeles, Dr. L. J. 
Meduna of Chicago and Dr. Karl Rickels of the 
University of Pennsylvania. 

The last session will be a plenary session in 
which reports from the various discussion groups, 
described below, will be presented. 


Discussion Groups 


One of the features of the 1960 meeting will 
be the inauguration of a new concept in post- 
graduate teaching. The first two hundred reg- 
istrants will be divided into groups of ten each 
and will meet for 90 minutes each day with a 
competent, experienced moderator. Please make 
your reservations now! Only the first two hun- 
dred can be accommodated. A coupon for regis- 
tering can be found on the last page of the jour- 
nal. Send it in to Dr. Maury Sanger, c/o Mrs. 
Marion Starrett, 1427 N. State Parkway, Chi- 
cago 10, Ill. 


Academy News Notes 

NEWLY ACCEPTED MEMBERS are informed 
that there has been a delay in the distribution of 
membership certificates. This is due to an error 
on the part of our printers. As soon as our new 
certificates are prepared they will be forwarded. 
If they do not arrive very shortly they will be 
distributed at the time of our annual meeting in 
October. 

DR. ANTHONY R. TORTORA of Brooklyn re- 
cently published: 1) ‘Some Aspects in the Man- 
agement of the Detached Syndrome in the Aged,” 
in Minn. Medicine, for August 1959; 2) “Ballisto- 
cardiography: Its Meaning and Role in Clinical 
Medicine,” in the Jilinois Med. Journal for De- 
cember 1959; and 3) ‘‘What About the Psyche?” 
in Resident Physician for January 1959. 

DR. ALEXANDER SWEEL is now relocated 
in Beverly Hills, California. He recently pre- 
sented two papers on “The Current Status of 
Electrotherapy” at the Compton Sanitarium. 

DR. B. W. ABRAMSON of Columbus, Ohio, re- 
cently attended a course in Psychotherapy at the 
University of Vienna. 

DR. GEORGE SUTHERLAND of Baltimore 
participated in the Maudsley Lectures in Lon- 
don in February. 

DR. MILTON ERICSON of Phoenix, Arizona, 
recently completed a lecture tour which covered 
many stops in the Midwest. He also addressed 
the Metropolitan New York Society of Clinical 
Hypnosis in February. 
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DR. ETHAN ALLAN BROWN of Boston spoke 
before the American Academy of General Prac- 
tice in Philadelphia, and will address the Pan 
American Medical Association in Mexico City 
and the Pennsylvania Allergy Society in May. 

DR. LIONEL BLACKMAN of New Hyde Park, 
N. Y., spoke before the Scientific Assembly of the 
Phi Lambda Kappa Fraternity in Miami Beach 
in March on ‘“‘The Newer Psychiatric Medications 
Versus Electroshock Therapy.” 

DR. MORRIS D. RIEMER of Brooklyn served 
as Chairman for the Psychiatric Section of the 
Scientific Sessions of the Phi Lambda Kappa 
Fraternity Meeting. He spoke on “The Causes 
of Nicotine Addiction—The Most Prevalent World 
Affliction.” 

DR. WILFRED DORFMAN of Brooklyn also 
addressed the Phi Lambda Kappa Convention. He 
spoke on “Experiences With Nardil as an Anti- 
depressant.’”’ He also addressed the Psychiatric 
Forum of the Brooklyn State Hospital in March 
on “Problems in Psychosomatic Medicine.’ He 
was recently appointed Chief of the Psychoso- 
matic Clinic and Assistant Chief of the Mental 
Hygiene Clinic at Maimonides Hospital of Brook- 
lyn. 

DR. HERBERT T. KELLY of Philadelphia pre- 
sented a paper entitled “Psychosomatic Medi- 
cine: The Holistic Approach to Psychotherapy, 
Including Narcosynthesis,”’ to the West Philadel- 
phia Medical Society in Philadelphia. 

DR. HARRY GOLDMAN of Baltimore recently 
spoke on the use of hypnosis in obstetrics before 
the Sigma Theta Tau Nurses Honorary Society 
at the University School of Nursing in Balti- 
more. He also addressed the Out-Patient De- 
partment of the Psychiatric Institute of the Uni- 
versity of Maryland on the same topic. 

DR. N. L. PETERSON of Beverly Farms, 
Mass., spoke on ‘A Psychiatrist Looks at Mar- 
riage” at the Gordon Divinity School. He was 
a panelist at the Temple Israel Swampscott Re- 
gional Meeting and at the recent convention of 
the Christian Association for Psychological 
Studies. 

DR. EDWIN DUNLOP of Attleboro, Mass., 
will have a scientific exhibit at both the meetings 
of the American Psychiatric Association in May 
and the American Medical Association in June. 
The title of the exhibit is ‘“Anxiety Control—Vis- 
ual Demonstration” and it will primarily demon- 
strate results he has achieved with the Winston 
Blood Pressure Follower, an automatic testing 
machine manufactured in England and at present 
used exclusively in this country by Dr. Dunlop. 

DR. VICTOR SZYRYNSKI, Professor of Psy- 
chotherapy and Associate Professor of Psychia- 
try, University of Ottawa, was Chairman of the 
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Symposium on Existentialism and discussed ex- 
istential psychotherapy at the Annual Meeting 
of Ontario Psychological Association in Wincsor, 
Ont., on February 5, 1960. He also presented a 
paper on “Psychological Aspects of Diabetes’ be- 
fore the Ottawa Chapter of the Canadian Dia- 
betic Associaticn on March 17, 1960. 


Recent Meetings, Reports and Post- 
Graduate Training Opportunities 


Dr. Jose M. R. Delgado of Yale University has 
shown that sccial behavior in animals can be in- 
fluenced by electric stimulation of the brain. At 
the International Congress of Physiological Sci- 
ences Dr. Delgado described experiments in which 
monkeys and cats had thin electrodes implanted 
in specific areas of the brain. In monkeys, elec- 
tric stimulation of the septal area abolished the 
domineering characteristics of the boss monkey; 
but once the electrical stimulation was stopped, 
the monkey once again became boss. Stimula- 
tion of the tectal area in the posterior of the 
brain increased ferocity in rhesus monkeys; 
stimulation of the lateral hypothalamus increased 
food intake drastically, but when the lateral hy- 
pothalamus was destroyed the monkey ate very 
little. Stimulation of the amygdaloid area pro- 
duced sexual reactions; the animal became more 
affectionate and hunted for a mate. 


The American Psychiatric Association will con- 
tinue its program of fellowships in psychiatry. 
This program, made possible by a grant from 
Smith, Kline and French, is available to both 
physicians and medical students. For greater 
details write: George N. Raines, M.D., Chairman, 
American Psychiatric Association Fellowship 
Committee, 1700 18th Street, N.W., Washington 
9, D.C. 


Dr. Louis Joel Feit, a New York plastic sur- 
geon, in an interesting ‘Letter to the Editor” of 
The New Physician for March 1960, in whic’: he 
complimented them for an excellent article on 
Plastic Surgery, added a few comments for 
which this Editor would like to compliment ‘im. 
Among other things Dr. Feit stated that tov lit- 
tle emphasis had been given to psycholo;:ical 
problems, and that the ‘‘cosmetic” surgeon <ar- 
ried a psychological responsibility in additic. to 
his aesthetic and surgical responsibilities. In- 
cidentally, Dr. Feit is a Fellow of the Acacemy 
and will appear on the program at the 1960 
meeting. 


Dr. Jack R. Ewalt, Director of the Joint ‘’om- 
mission on Mental Illness and Health and Pro- 
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X- fessor of Psychiatry at Harvard Medical School, 
ig was the keynote speaker at the 9th Annual Meet- 


yr, ing of the National Association for Mental 
a Health. Several new trends were evident in his 
e- report. He noted that an increasing number of 
a- psychiatrists are going into practice in smaller 


communities; that family doctors are more aware 
of psychiatry, taking postgraduate courses and 
becoming skilled in the management of the less 
severe forms of mental illness; that psychiatric 
units have been established in 1,000 of the 6,000 
general hospitals in the country. 


as 

n- 

At 

* The New York State Department of Mental 
ch Hygiene opened a Graduate School of Psychiatry 
od (now called the New York School of Psychiatry ) 
™ for the purpose of basic and advanced education. 
" It now offers a three year program to the staffs 
y: of Brooklyn, Creedmoor, Kings Park, Pilgrim 
d, and Central Islip State Hospitals and Willow- 
.- brook State School. The school is now located 


“ at Manhattan State Hospital on Ward’s Island 
in New York City. Its teaching facilities include 
od an out-patient clinic where instruction in dy- 
namic psychotherapy is offered. The Dean is 
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Many university departments of psychiatry are 
developing courses for GP’s under NIMH grant 


support. In Philadelphia, Dr. Robert Matthews 
at Jefferson Medical College, and Dr. Kenneth 
Appel at the University of Pennsylvania, are or- 
ganizing these programs. In Boston, Dr. Ralph 
Kahana at Beth Israel Hospital has organized 
courses for GP’s, internists and pediatricians. In 
Texas, Dr. Harlan Crank has organized a course 
at the University of Texas in Houston. The Psy- 
chiatric Service at the City Hospital, Elmhurst, 
N. Y., under Dr. L. Bellak, has received a two- 
year NIMH grant for GP education. In Toronto, 
Dr. Martin A. Fischer, Cnief of Psychiatry at the 
New Mount Sinai Hospital, has organized a 
course for GP’s which consist of lectures and 
round table discussions. 

Physicians living in the New York area who 
are willing to work one morning a week (Fri- 
days) in the newly created Psychosomatic Clinic 
at Maimonides Hospital of Brooklyn, should con- 
tact the editor. Maimonides Hospital is affiliated 
with the State University Medical Center. It is 
one of the few institutions that offer this oppor- 
tun‘ty to work with psychosomatic problems. 
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Abstracted from the Medical Press 


PSYCHOLOGICAL IMPLICATIONS OF HYSTER- 
ECTOMY. S. Sturgis and H. Robey. Conn. Med- 
icine, 23:786, Dec. 1959. 


This is a report of a study of twenty clinic pa- 
tients who were advised to have a hysterectomy 
for benign uterine disease. Ten of the women 
were seen in a single interview by a psychiatric 
social worker immediately after the operation 
had been recommended. Ten others were seen 
two to three weeks later before the operation 
was scheduled. During the interview, each pa- 
tient was encountered to express her concerns 
and fears about the operation and its implica- 
tions. “Only five of the twenty women seemed 
to handle their anxiety well,” and all “profited 
from the opportunity to verbalize their feelings 
about the anticipated surgery.” The authors con- 
cluded that the average patient needs reassur- 
ance and a chance to balance her fears against 
reality. Seriously disturbed patients vitally need 
such support. They advised that comprehensive 
medical care must include consideration of these 
needs. 

Frederick W. Goodrich, Jr., M.D. 
New London, Conn. 


USE OF MEDICAL HYPNOSIS IN INTERNAL 
MEDICINE. Victor L. Pellicano, M.D., N. Y. St. 
J. Med., 60:809-816, March 15, 1960. 


This is the lead article in the journal and was 
presented at the 153rd Annual Meeting of the 
Medical Society of the State of New York in May 
1959. The author presents the various phenom- 
ena which can be produced under hypnosis and 
lists them as “muscle relaxation, rigidity, in- 
crease in muscle strength, analgesia or anesthe- 
sia of skin and mucous membranes, decrease in 
capillary bleeding, decrease in gastric secretion, 
hyperacuity of the special senses, automatic 
obedience, somnambulistic trance, posthypnotic 
suggestion, posthypnotic amnesia, age regres- 
sion, and time distortion.”” He further goes on to 
state that “hypnotic technics are useful in the 
differential diagnosis of psychogenic and organic 
convulsive disorders,” but feels that further basic 
research along this line is indicated. 

He states that hypnosis is indicated in such 
diagnostic procedures as “esophagoscopy, gas- 
troscopy, sigmoidoscopy, bone marrow aspiration, 
and needle biopsy of the liver. Its relaxing and 
analgesic effect is indicated in those patients 
who are allergic to most sedatives and anodynes 
and in patients with porphyria who cannot tol- 
erate such medications as salicylates and barbit- 
urates. Certain dermatologic conditions, such as 


atopic eczema, pruritis, neurodermatitis, hyper- 


hidrosis, and warts, which fail to respond to con- 
ventional therapy, at times respond to hypnother- 


apy.” 
James L. McCartney, M.,). 


Garden City, N. Y. 


ON THE RELATIONSHIP BETWEEN DIVORCE 
AND RHEUMATOID ARTHRITIS. S. Cobb. M. 
Miller and M. Wieland, Arthritis and Rheuma- 
tism, 2:414-425, 1959. 


A scientific study in which a positive correla- 
tion was formulated between rheumatoid arthri- 
tis, contained hostility, and divorce was reported. 
The subject of the investigation was a scientist 
in his early fifties, endowed with good powers of 
observation, cooperative, willing and able to com- 
municate his story. Each increase of suppressed 
hostility in his work preceded an acute attack 
of arthritis. Family situation indicated a strict 
paternal disciplinarian, totally lacking in affec- 
tion for his son. 

Further study of 499 people involved in di- 
vorce proceedings brought out the higher rate 
of rheumatoid arthritis suffered in this group. 
Also significant was the increased duration of 
first marriages in the same group. 

The view is expressed that sufferers from rheu- 
matoid arthritis are likely to have strong hostile 
feelings which they control rigorously. The fact 
that depression is common among patients with 
rheumatoid arthritis also supports this view if 
depression is accepted as an outward manifes- 
tation of inwardly directed hostility. The hy- 
pothesis of suppressed hostility as a factor in 
rheumatoid arthritis is supported by the findings 
that rheumatoid arthritics are more liable to di- 
vorce, but put up with an unsatisfactory mar- 
riage longer than those who are free of the dis- 
ease. This is more striking for males than for 
females. 

Leo Wollman, M.D., 
Brooklyn, N. Y. 


EMOTIONAL GLAUCOMA. William Croll, \LD.. 
and Leo J. Croll, M.D. Am. J. of Ophtha!mol- 
ogy, 49:297, February 1960. 


The authors review: anatomic factors, dynam- 
ics of the aqueous, central control of intraocular 
pressure and the role of the pupil as well as psy- 
chopathology in cases of acute narrow angle 
glaucoma, precipitated by emotional attacks. 
They report three cases, all of which had acute 
narrow angle glaucoma following major surgery, 
which precipitated an emotional upset. ‘These 
patients were unstable, emotionally immature, 
full of deep-seated anxieties, fancied or real. ner- 
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yous and tormented. The authors proposed emo- 
tione! glaucoma as a possible subdivision of acute 
closed-angle glaucoma. 
T. F. Schlaegel, Jr., M.D. 
Indianapol's, Indiana. 


NON-DIRECTIVE REORIENTATION IN COUN- 
SE_ING. William H. Pemberton. Quar. J. Int. 
So.. Gen. Semantics, XVI, No. 4, Summer 1959. 


Dr Pemberton describes the use in counseling 
of general semantic procedures which correct 
verb:'1 distortions and disorienting assumptions. 
Thes: are transmitted non-directively to the pa- 
tient. and affect subtle changes in his evaluation 
and subsequently in his behavior. The author 
class fies some common distortions of thinking 
whic1 result in personality disturbances and 
gives examples of the ways in which they may 
be fe vorably influenced. The utilization of gen- 
eral semantic principles is a means by which 
we cin improve our understanding of ourselves 
as Well as our patients, regardless of our field of 
praciice. As a clear exposition of some of these 
principles, this article deserves reading. 


Frederick W. Goodrich, Jr., M.D. 
New London, Conn. 


CHARACTERISTICS OF FORTY - FOUR PA- 
TIENTS WHO SUBSEQUENTLY COMMITTED 
SUICIDE. Alex D. Pokorny, A.M.A. Arch. of 
Gen. Psychiat., 2:314-324, March 1960. 


This article gives a report of a survey of all 
available case records of 44 known suicides who 
had previously been trcated in a Veterans Ad- 
ministration general hospital. The findings were 
compared with a controlled group of 44 other 
cases of the same age, race, and general type of 
illness. Of the 44 suicide cascs, 39 had been 
on a psychiatric ward. 

Thirty-seven had left the hospital, and 20 had 
committed suicide within the first 30 days. Sev- 
enty-five percent of the patients had communi- 
cated their intent in some manner, such as pre- 
vious attempts, hints, and obvicus intent. In 
comparison with the control group. the suicide 





cases included more closed ward acmissions, 
more multiple admissions, and fewer first admis- 
sions. Of the 44 suicide cases, 31 had previously 
attempted or threatened suicide and had been 
preoccupied with suicide, as contrasted with only 
nine of the 44 controls. Nine of the suicide cases 
had been on suic'de precautions, as compared 
With only one of the controls. The majority of 
the suicides occurred between 9 a.m. and 6 p.m. 
There was no tendency for the rate to increase 
with advancing age. 

Seventeen psychiatrists were asked to give 
their critcria for the placing of a patient on su‘- 
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cidal precautions, and most of them gave as fol- 

lows: 1). signs. and symptoms of.depression, 2) 

history of suicide attempts or threats, 3) deterio- 

ration of the life situation, 4) progressive per- 

sonality disintegration, and 5) a decision to die. 
James L. McCartney, M.D. 

Garden City, N. Y. 


THE PELVIC PAIN SYNDROME IN WOMEN. 
H. C. Taylor Jr. Conn. Medicine, 24:3, 147, 
March 1960. 


Recurrent pelvic pain without detectable pa- 
thology and which is not due to chronic P.I.D., 
endometr‘osis, or “cystic ovary” is a perplexing 
problem frequently seen by both gynecologist and 
the general physician. Except for generalized 
pelvic hyperesthesia and congestion, the physical 
findings are inconclusive. The patient often 
complains of a variety of psychosomatic symp- 
toms. Recent views lend support to the concept 
that these are emotionally disturbed patients 
and that their complaints are somatic manifesta- 
tions of underlying psychologic problems. Dr. 
Taylor suggests that reassurance, support, and 
attention to minor gynecological lesions con- 
stitute adequate therapy for most patients. Psy- 
chiatric therapy should be considered as well as 
surgery in refractory patients. Before any sur- 
gery is undertaken, psychiatric consultation is a 
prerequisite. 

Frederick W. Goodrich, Jr., M.D. 
New London, Conn. 


CURRENT PROBLEMS IN DYNAMIC PSYCHO- 
THERAPY AND ITS RELATIONSHIP TO PSY- 
CHOANALYSIS. Franz Alexander, M.D., Am. 
J. of Psychiat., 116:322-325, Oct. 1959. 


According to Freud, insight is the primary 
therapeutic agent. This was a logical outcome 
of his conviction that in order to cure a disease 
one must understand its etiology. It was indeed 
fortunate, considcring Freud’s contributions, that 
h’s theoretical interest in causation outweighed 
his therapcutic ambitions. 

The first scrious challenge to the importance 
of ins'ght occurred when the transference phe- 
nomenon was discovered. Freud now felt that 
the patient to be cured not only had to under- 
stand his neurotic past, but now had to re-ex- 
perience it in relation with the therapist. 

Freud never changed his view that it was im- 
perative to bring back the represscd traumatic 
situations, since he felt that only in this way 
could the repetition-compulsion be terminated in 
the treatment situation. 

Alexander had previously pointed out that re- 
peating the old patterns during therapy corsti- 
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tuted a corrective emotional experience. This is 
because they are repeated in a different setting, 
where the therapist does not behave in the same 
way as those to whom the original pattcrn was 
directed. The repetition of old patterns in a 
new setting serves as a challenge for readjust- 
ment and change. The intellectual recognition 
of the differences between past and present is 
secondary to the actual experience of this differ- 
ence. In this view of Alexander’s, the emphasis 
is shifted from insight to experience, although 
the role of ins'ght is not denied. 

The creation of an appropriate interpersonal 
climate to induce the ego to replace old patterns 
with new ones is the predominant factor in all 
dynamic psychotherapy, including psychoanaly- 
sis. 

Growing considerations are being placed on 
the analyst’s counter-transference reactions. In 
other words, would the course of treatment be 
the same if the patient were treated by another 
analyst with the same theoretical orientation 
and practical experience, but with different per- 
sonality ? 

Accord:ng to Alexander, even emotional sup- 
port alone by decreasing anxiety, may produce 
spontaneous insight. 


CARCINOIDS THE MALIGNANT CARCINOID 
SYNDROME AND 5-HYDROXYTRYPTAMINE 
(Serotonin). G. W. Peskin, and M. J. Orloff, 
Am. J. Med. Sci., 237:224, 1959. 


The clinical syndrome associated with car- 
cinoid tumors includes episodic flushing with 
telangiectasia of the skin, macular cyanosis, 
chronic diarrhea, asthma-like attacks, and val- 
vular lesions of the heart most commonly at- 
tacking the pulmonary and tricuspid valves. 

Flushing may be precipitated by alcohol, emo- 
tion or palpation. It starts with reddening and 
burning of the face, spreading over the trunk 
and extremities. Tachycardia and systolic hy- 
pertension follow and the reddening is then re- 
placed with cyanosis. 

The diagnosis can often be confirmed by a 
urinary test for serotonin. 


PROCHLORPERAZINE (COMPAZINE) IN AIR- 
SICKNESS. G. S. Backenstoe. Penn. Med. J., 
62:1341-1343, September 1959. 


In 396 patients, known to be susceptible to air- 
sickness, prochlorperazine (Compazine) was 
used before and/or during flight. Good results 
were seen in 77%. Of these patients 261 had 
been treated unsatisfactorily with other agents. 
More satisfactory results were now obtained 
with prochlorperazine in 63% of them. The pre- 
ferred dosage was one 5 mg. tablet one hour bc- 
fore flight, or 5 mg. t.i.d. 
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DRUGS AND PSYCHOTHERAPY. Paul Hoch, 
M.D., Am. J. of Psychiat., 116: 305-308, Oct. 
1959. 


In mental hospitals, schizophrenic patents 
usually receive one or another of the tranq. iliz- 
ing drugs; the amount of psychotherapy is usv- 
ally limited. Statistics show that many show 
marked improvement and even an elimination 
of symptoms with drug treatment alone, but 
the relapse rate is high (30%). If they receive 
psychotherapy in addition to the drug treatnient, 
this relapse rate can be cut in half. 


The goal of therapy in schizophrenic patients 
is not a reconstructive one; therefore the thera- 
p-st does not believe that drugs interfere with 
the psychotherapeutic process, but make the pa- 
tient more accessible. 


In out-patients and in private practice many 
of these drugs can aid in giving the patient sup- 
portive therapy. Drug therapy and psychother- 
apy can be synergistic rather than antagonistic. 

In the psychoneuroses, it is obvious that many 
should be treated without drugs; but there are 
also many who are markedly crippled by the in- 
tensity of their symptoms, where the use of drugs 
enables the doctor to reach them. The use of 
drugs in these patients does not remove their 
motivation for psychotherapy, nor do they in- 
terfere with the transference relationship. In 
fact, if the patient’s suffering becomes more 
bearable the transference relationship with the 
doctor is enhanced. 


The refusal of the doctor to combine Crug and 
psychotherapy is often related to the fact that 
the therapist is working in an area in which he 
is unfamiliar. 

Dr. Hoch consicers it a definite mistake to en- 
trust the drug therapy to one physician and the 
psychotherapy to another. He points out that 
the patient then tries to “trap” both therapists. 
He feels that the treatment of a patient ‘cannot 
be entrusted to a committee.” 


ILEITIS — UNDERLYING AGGRESSIVE CON. 
FLICTS. Morris D. Riemer, M.D., N. Y. State 
J. of Med., 60:552-557, Feb. 15, 1960. 


In a patient with ileitis, studied psychoana'yti- 
cally, it was evident that the symptomatology in- 
creased with the degree of respons‘bility. A com- 
puls've, oversevere conscientiousness, accon pa- 
nied by excessive pride and a suppressio: of 
emovional drivcs, characterized this patient. He 
was overpolite. Early in life he used gastr: -in- 
testinal symptoms as an outlet for revolt agz:nst 
parental oppression. The patient’s symptoms are 


similar to the behavior of the Japanese in defe :t— 
an attempt to eviscerate the “disgraceful pa ts.” 
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A vital component of the enteritic pattern is the 
compulsive self driving to compete. 

In patients with pcptic ulcers, there is oral de- 
pendence upon the mother. The struggle centers 
around receiving affection and love and the si- 
mult ineous need to deny it. In colitis, the elimi- 
nati\e part of the GI system is affected, the con- 
flict centering around the urge to remove the 
noxivus agent and the suppression of this drive. 
In ilvitis, the conflict rages around the using of 
the ‘ guts,” or the competitive aggressive drives, 
which conflict with the fear of annihilation. 


THE EMOTIONAL FACTOR IN PSORIASIS. W. 
Susskind and R. J. McGuire, Scottish M. J., 4: 
50:°-507, October 1959. 


—j 


In 20 patients with psoriasis, detailed material 
was obtained relative to the possible parallelism 
between the cutaneous manifestations and dis- 
turbing life events. A _ stressful life situation, 
with the mobilization of severe anxiety and un- 
expressed resentment occurred in relation to the 
onset of the disease in eight cases, and in asso- 
ciation with exacerbation in 14 cases. 

Many of the life events were accompanied by 
an affective disturbance in addition to the out- 
break of psoriasis. The psychodynamic back- 
ground closely resembles that seen in depres- 
sive states. The analogy is further highlighted 
by a previous report that in four patients with 
psoriasis, ECT succesfully cleared the eruption 
in two of them without any local treatment. 


DRUGS IN EMOTIONAL DISORDERS: PAST 
AND PRESENT. Leo E. Hollister, M.D., Ann. 
Int. Med., 51:1032-1048, Nov. 1959. 


The aims of drug therapy in emotional disor- 
ders a decade ago were analogous to those of the 
present. Drugs were used for 1) sedation (now 
called tranquilization), 2) to produce convulsive 
or non-convulsive shock, 3) to ameliorate de- 
pressed states, 4) to facilitate psychotherapy, 
and 5) to correct postulated deficiencies (hor- 
mones and vitamins). 

At present, three classes of drugs are being 
used: 1) tranquilizing. drugs, 2) agents for treat- 
ing depressed patients and 3) psychotomimetic 
drugs which induce some of the symptoms of 
mental disorders. 

Tranquilizing drugs fall into four categories, 
based on chemical structure: 1) phenothiazine 
derivatives, 2) Rauwolfia alkaloids, 3) diphenyl- 
methane derivatives, and 4) glycerol derivatives. 

Phenothiazine derivatives all share the pheno- 
thiazine nucleus which can be substituted at two 
Places: 1) the carbon atom in position 2 and the 
nitrogen atom at the 10 position. Substitution 
at the 2 position enhances lipid solubility and 
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this enhances potency. Promazine (Sparine) 
and mepazine (Pacatal), both without a substi- 
tution are thus weaker than chlorpromazine 
(Thorazine), in which chlorine is attached in the 
2 position. Substitution at the N position may be 
either straight chain (aliphatic) as in trifluo- 
promazine, or as an aromatic ring. The latter 
may include mepazine (Pacatal) which has a 
piperadene ring, or prochlorperazine (Compa- 
zine) which has a piperazine ring. The pipera- 
zine derivatives are the most potent and tend 
to produce more extrapyramidal effects than the 
other groups. 

Rauwolfia alkaloids still play an important role 
in the treatment of hypertension. Four are cur- 
rently used: reserpine, deserpidine (Harmonyl), 
rescinnamine (Moderil) and syrosingopine (Sin- 
goserp). The latter one is alleged to have hypo- 
tensive effects without tranquilization. 

The diphenylmethane derivatives have diverse 
pharmacologic actions. Hydroxyzine (Atarax) 
is a sedative with antihistamine properties; di- 
phenhydramine (Benadryl) is primarily antihis- 
taminic. Benactyzine (Suavitil) is primarily an- 
ticholinergic and has also been used for treating 
various psychoneuroses. Pipadrol (Meratran), a 
derivative with a piperadine ring is a mild stim- 
ulant. Its gamma isomer, azacyclonol (Fren- 
quel) has been reputed to be of use in relieving 
hallucinations. 

Some glycerol derivatives are now considered 
to be tranquilizers. Although originally they 
were used as muscle relaxants. Mephenesin 
(Tolserol) is used primarily as a muscle relax- 
ant; meprobamate (Miltown, Equanil) has a 
greater sedative effect. 

Antidepressants include iproniazid and other 
amine oxidase inhibitors. These drugs have been 
used in mental depression and also in the treat- 
ment of angina pectoris, hypertension, rheuma- 
toid arthritis, psoriasis, etc. A second group of 
antidepressants, the iminodibenzyl derivatives 
(Tofranil) is closely related to the phenothia- 
zines. 

Psychotomimetic drugs produce symptoms re- 
sembling those of schizophrenia. The best known 
is lysergic acid diethylamide (LSD-25). A more 
ancient drug is mescaline, which occurs natu- 
rally in the peyote plant and is used in Indian 
cecremonials in New Mexico. 


EXTRACEREBRAL OCCLUSION. E. S. Crawford, 
et al., Circulation, 20:168-80. 


Transient or permanent psychic or neurologic 
disturbances may be caused by atheromatous oc- 
clusive lesions in the internal carotid, inncmi- 
nate, left common carotid and vertebral arteries. 
Arteriography can exactly determine the site and 
extent of the lesions. In 73 of 174 patients 
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(42%) extracranial arterial occlusion could be 
demonstrated. Arterial reconstructive operations 
were then attempted, producing a recovery in 
57 of 63 patients. 

(Quoted in World-Wide Abstracts, 3:6, Jan. 
1960. ) 


PSYCHOLOGICAL AND PSYCHOPHYSIOLOGI- 
CAL FACTORS IN MOTOR VEHICLE ACCI- 
DENTS. J. H. Conger, et al., J.A.M.A., 169:1581- 
1587, April 4, 1959. 


This paper is a description of the findings in 
a four year investigation of the role of personal 
and interpersonal factors in determining accident 
frequency and severity. The data were obtained 
by psychiatric interview and psychological tests 
on 20 airmen stationed at Lowry Air Force Base 
in Denver. Ten of the subjects had been respon- 
sible for two or more accidents in the preceding 
four years; the controls were ten airmen who 
had no record of accidents during this time. The 
significant findings were evident in the area of 
personality, in that the accident-prone airmen 
showed poorer control of hostility, a lessened 
tolerance to tension, and an excessive self-cen- 
teredness. 


PENICILLIN THERAPY FOR GENERAL PARE- 
SIS. Richard D. Hahn, M.D., et al., Arch. Neu- 
rol. and Psychiat., 81:557-590, 1959. 


The diagnosis of general paresis can be missed 
if a careful mental status is not done. Impair- 
ment of calculation, insight, judgment, recent 
memory, and speocch are frequently present. 
Without previous treatment, the spinal Wasser- 
mann is always positive. Rarely the blood serol- 
ogy may be negative. In treatment, the minimal 
effective dose of penic‘llin is unknown, but 6 
m'llion units is considcred adequate treatment. 
Usually more than one course of treatment is of 
no additional value, despite the persistence of 
clinical symptoms, abnormal spinal fluid protein 
level or positive Wassermann reaction. A second 
course of treatment is advised when the initial 
treatment was less than the 6,000,000 units, when 
a temporary improvement was seen after the 
first course or when the spinal fluid cell count 
was five or more after the first year following 
the initial treatment. 


THE PSYCHIATRIC COMPLICATIONS OF TOX- 
OPLASMOSIS. A. Minto and F. J. Roberts, 
Lancet, 1:1180-1182, June 6, 1959. 


Toxoplasmosis can present as an acute schizo- 
phrenic-like process. The case reported is that 
of a 22 year old female with congenital toxo- 
plasmosis, with an exacerbation in adult life 
The pa- 


that presented as an acute psychosis. 


PSYCHOSOMATICS 


MARCH-? PRIL 


tient had suffered from “meningitis” befor. the 
age of six weeks; this was accompanied by con- 
vulsions, which persisted until the age of five. 
She was regarded as “backward” in school. 

On her first hospital admission she was thc ught 
to be catatonic; four months later when 1 2-ad- 
mitted she was elated and overactive and tI reat- 
ened suicide. She discharged herself agains: ad- 
vice; on re-admission two months later she 
showed no evidence of schizophrenia, but com- 
plained of difficulties in vision. Both optic ‘undi 
showed evidence of scattered minute lesions. 
This evidence of choroidoretinitis, with a history 
of meningitis in childhood and convulsions sug- 
gested the diagnosis of toxoplasmosis. In addi- 
tion, there were abnormal EEG findings, mental 
retardation and a history of an urticarial rash 
during the pyrexial illness of her first admission. 
Toxoplasmosis test (Sabin-Feldman dye test) 
showed a titer of 1:16 and the complement fixa- 
tion test was negative. These findings were in- 
terpreted by the laboratory as ‘‘consistent but 
not diagnostic of toxoplasmosis.” The patient was 
treated with sulphadimidine 1 g. at six hour in- 
tervals and pyrimethamine (Daraprim) 25 mg. 
b.id. for ten days. The symptoms of schizo- 
phrenia have completely resolved. 


PRACTICAL ASPECTS OF PSYCHOTHERAPY. 
Edward A. Strecker, M.D. Ann. Int. Med., 50: 
862-868, April 1959. 


Only three in every 10 patients who present 
themselves for psychothcrapeutic treatment are 
suitable for orthodox analys:s. The best chance 
for adjustment in the other seven lies in skillful 
general psychotherapy. 

Psychotherapy is defined as any honest meas- 
ure of treatment cmerg:ng from the relationship 
between patient and doctor, which improves the 
understanding of the patient towards himself, 
his illness and h’s env:ronment. 

The general psychotherapist Coes not hesitate 
to make a physical examination. The use of 
the tools of the trade—the thermometer, si tho- 
scope, etc., takes the ecge off the anxiety o! see- 
ing a psychiatrist. Reassurance, so ofte) de- 
spised as too simple, may be very usefu’ It 
must be sincere. It may be used effectively with 
many patients who fcar thcy are go'ng ir sane, 
or that their condition is inherited, or that they 
are doomed to lifelong misery without a c: anc? 
for recovery. 

Tho wise therapist is not a witch Cccto and 
Cocs not us2 int'midation. However, !n scr ° pa 
tients it is justifiable to resort to authori itive 
firmness and/or ‘gnoring of symptoms. Su ‘ges- 
tion, according to Dr. Strecker. is not ver) use- 
ful, since it appeals to emot’onal imma rity 
and encourages dependency. 
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The therapist has no magic, but he can ap- 
praise the patient’s personality and help him face 
his problem, sometimes by manipulating the en- 
vironment. Indiscriminate counseling is harm- 
ful since it creates unmanageable emotional de- 
pendency. 

The aim of psychotherapy is to heal and 
strengthen the ego. One of the most important 
steps in this process is the development of an 
emotional feeling between the patient and ther- 
apist 

Confession unburdens the psyche; it dilutes 
guilt since it is shared by the therapist. In the 
interviews the therapist should be sensitive, but 
objective; he should be understanding, non-inter- 
fering and, of course, listening. The therapist 
should be emotionally mature. Like other men 
he will have his dislikes, biases and small prej- 
udices, but he must have enough self understand- 
ing to rise above them when dealing with his pa- 
tients. He may strive for perfection, but can 
scarcely hope to attain it. 


ERRORS IN PROGNOSIS IN MENTAL DISEASE 
AND USE OF ATARAXIC DRUGS. I. L. Hitch- 
man, South. Med. J., 52:591-593, May 1959. 


Errors in prognosis are reported in patients 
suffering from paranoid schizophrenic reactions 
without intellectual deterioration. Six patients, 
with an average hospitalization of six years, had 
been declared incurable; because of the testi- 
mony of the physician their spouses had obtained 
divorces. Subsequently, treatment with ataractic 
drugs and supportive therapy resulted in their 
improvement. They were eventually discharged 
to the community and were leading active lives 
and were self-supporting. The author notes that 
in each case improvement started after several 
months of drug therapy. He states that he now 
has made it a rule not to testify in divorce pro- 
ceedings unless the patient has received ata- 
ractic drugs and supportive therapy for a pro- 
longed period of time without improvement. 


PHENYLTOLOXAMINE IN TREATMENT OF 
CHRONIC SCHIZOPHRENICS. J. A. Barsa, M.D., 
and J. C. Saunders, M.D., Dis. Nerv. Syst., 21: 
19-20, January 1960. 


Phenyltoloxamine (PRN, Bristamine), mar- 
keted by Bristol Laboratories, and basically an 
antihistamine preparation was used in the treat- 
ment of 60 chronic schizophrenic patients. All 
had been treated previously for at least one year 
With reserpine, chlorpromazine, prochlorperazine 
or a combination of these drugs, with little to 
no improvement. 

The dose was started at 100 mg. four times 
daily and increased gradually. The highest dose 
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Treatment lasted 


was 800 mg. four times a day. 
for three to five months. In the early stages of 
therapy, when the dose was below 1600 mg. a 
day, most of the patients showed some signs of 
stimulation; in a few there was an increase in 
restlessness and marked irritability. At a dose 
above 1600 mg. a day the evidence of excess 
stimulation disappeared and in many there was 
a real improvement. Unfortunately most pa- 
tients could not tolerate the high dose due to 
the side effects. These included nausea, vomit- 
ing anorexia and weight loss in many; in a few 
there was weakness, syncope, ataxia and par- 
kinsonism. When the drug was used in smaller 
dosage (50-100 mg. four times daily) with chlor- 
promazine (50-150 mg. four times daily), no 
therapeutic value was noted. 


PRESENT STATUS OF ENDOCRINE INFLU- 
ENCES UPON THE STOMACH AND THEIR 
RELATIONSHIP TO PEPTIC ULCER. S. J. 
Gray, M.D., Gastroenterology, 37:412-420, Oc- 
tober 1959. 


Chronic emotional and physical stress is trans- 
mitted through a hormonal pathway through the 
hypothalamic-pituitary-adrenal mechanism, in- 
dependent of the vagus nerve. Observations on 
patients with endocrine disease reveal that an 
intact adrenal gland is essential for normal uro- 
pepsin excretion. Low levels are seen in Addi- 
son’s Disease and hypopituitarism, and high val- 
ues are seen in cases of adrenal and pituitary 
hyperactivity. 

The adrenal gland of the patient with peptic 
ulcer is more sensitive to a minimal stimulus than 
that of the normal person, as reflected by the 
blood hydroxycorticosteroid response to the in- 
travenous injection of .25 mg. of ACTH for one 
hour. When a maximal adrenal stimulus is given 
(20 mg. ACTH given intravenously for eight 
hours), the blood hydroxycorticosteroid response 
is the same in patients with ulcers as in normal 
persons. 

Although peptic ulcer is rare in patients with 
Addison’s D’scase, chronic duodenal or gastric 
ulcers developcd in seven of 363 patients with 
Addison’s Disease in the course of maintenance 
therapy with cortisone. 


TEACHING THE PRINCIPLES OF AMBULANT 
PSYCHOTHERAPY. C. H. Hardin Branch, 
M.D., and J. W. Ely, M.D., Am. J. of Psychiat., 
115:887-892, April 1959. 


The author points out that the therapist should 
be humble in claims made for the exclusive ef- 
fectivencss of any single treatment procedure, or 
for any one factor influencing treatment in psy- 
chiatry. He also quotes others who concluded 
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that patients “looked beyond the differences in 
learned techniques and responded to the per- 
sonal characteristics of the individual thera- 
pists.” 

The teacher of psychotherapy must feel that 
it is useful, and not give mere lip service to its 
value, consistently veering in the direction of 
mechanical or chemotherapy wherever he has a 
chance. 

It is not correct to assume that if only there 
were enough therapists psychotherapy could help 
all emotional difficulties. It is also incorrect to 
give the trainee the impression that his train- 
ing will include his learning of a specific tech- 
nique. 

According to Knight, all successful psychother- 
apy contains three elements: support, rapport 
and import. While import (insight) is desir- 
able, more attention is being paid to support and 
rapport (doctor-patient relationship). 

Most important is the development in the 
trainee of sufficient personal security to facilitate 
a helpful relationship to the patient and sufficient 
sophistication to promote adequate communica- 
tion. 


THE DILEMMA OF THE ANALYST. M. Schmide- 
berg, Samiksa, 11:189-206, 1957. 


The scientific value of the analytic method is 
based on the assumption that the analyst him- 
self has been cleansed of bias. The author asks 
to what degree can analysis remove unconscious 
bias permanently, or is it necessary to re-analyze 
the analyst every five years? The author feels 
that there are many reasons why the results of 
analysis are not as extensive as initially hoped 
for. The analyst is supposed to remain unemo- 
tional, but this detachment is difficult to main- 
tain. He is constantly subjected to the careful 
scrutiny of his own analytic superego, the open 
or implied criticism of his colleagues, and the 
vocal criticism of his parents. If he modifies his 
technique, he feels guilty toward his colleagues, 
since he is no longer a “loyal analyst.” 

The author makes a plea for more tolerance 
towards analysts, since they cannot be expected 
to be precision instruments. They should be en- 
titled, in their spare time, to be themselves and 
have the peculiarities of others. 


THE URINARY EXCRETION OF ADRENALINE 
AND NORADRENALINE IN SOME MENTAL 
DISEASES. A. Bergsman, Acta Psychiat. et 
Neurol. Scandinav., Suppl. 133, Vol. 34:87, 1959. 


Significant differences in the urinary excretion 
of epinephrine are seen in mania (higher val- 
ues) and in endogenous depressions (lower val- 
ces). In chronic schizophrenics, the urinary out- 


put of catechol amines differed little from norma] 
values. Induction of emotional outbursts re. 
sulted in some rise. Acute schizophrenics had 
higher values. In senile dementia there was a 
lower urinary output of epinephrine. In anxiety 
states there was no demonstrated influence on 
epinephrine values, but there was an increase 
in the urinary excretion of norepinephrine. 


THE RELATION OF SCHOOL PHOBIA TO 
CHILDHOOD DEPRESSION. S. Agras. Am. J. 
Psychiat., 116:533-536, December 1959. 


In school phobia, the basic problem is separa- 
tion anxiety. The relationship between mother 
and child is one of unresolved dependency, char- 
acterized by mutual hostility, and dating back to 
the earliest years of childhood. The outbreak of 
the school phobia follows some type of marital 
stress or severe sickness resulting in a severe 
threat to the child’s security. The increase in 
dependency needs results in the child’s refusal 
to separate from the mother lest any harm be- 
falls her. 

Depressive symptoms were seen in six of 
seven of the author’s patients. Depression was 
also noted in most of the mothers, but there was 
a tendency to deny these feelings of sadness. 

The author notes that the family constellation 
consists of a tendency towards depression in 
both mother and child. Pathology or circun- 
stances prevent the father from fulfilling the 
paternal role in an adequate way. Any family 
stress tends to fall upon the mother who reacts 
by babying the child. This in turn arouses de- 
pression in the child and may also lead to psy- 
chosomatic disorders. 


BRIEF PSYCHIATRIC APPROACH FOR THE 
CLINICIAN. Harold Winn, M.D., J.A.M.A., 172: 
226-228, January 16, 1960. 


The author stresses the need for the develop- 
ment of a method of brief psychiatric evaluation 
for the busy physician. First, the doctor must 
find out what the disease means to the patient, 
this is important because the patient’s phanta- 
sies take a direction which is often determined 
by this factor. A second point is that e:motion- 
ally ill persons use their symptom in the service 
of their neurosis. A valuable question that the 
doctor can ask, is whether the patient's life 
would be very different if he did not have this 
condition. The patient who is mentally healthy 
will answer that he would continue to live in 
spite of his disease; the emotionally ill patient 
answers that his life would be very different. An 
important point of evaluation is obtained by the 
doctor’s observation of the manner in which the 
patient reacts to the situation in the doctor's 
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office. The ability to communicate and coop- 
erate with the physician, and the latter’s feel- 
ing of comfort with the patient are all impor- 
tant. A patient’s inability to follow instructions 
sometimes indicates serious mental pathology. 


GONADAL IMMATURITY AS AN ETIOLOGICAL 
FACTOR IN SOME FORMS OF MENTAL DEFI- 
CIENCY, AND ITS THERAPY. H. H. Berman, 
M.D., K. E. Albert-Gasorek, Ph.D., and M. Reiss, 
M.D., Dis. Nerv. Syst., Monogr. Supp., May 
1959, p. 106-110. 


A total of 32 hospitalized, mentally defective 
boys between the ages of 9 and 16 years, with 
deficient gonadal development and deficient sec- 
ondary sex characteristics, were treated with 
chorionic gonadotrophin. 

The most interesting change observed was the 
change in facial expression and loss of the stig- 
mata of the dullard. A marked alteration in 
mental status occurred. Improved sociability, 
accessability, cooperativeness and a greater abil- 
ity to respond to psychotherapy resulted. 


SHOCK, CATALEPSY, AND DEATH. J. A. M. 
Meerloo, Internat. Rec. Med., 172:384-393, July 
1959. 


Shock is a disruption and disintegration of ap- 
propriate adaptive functions. Death may result 
from overwhelming fear, as seen in voodoo death 
and other forms of psychogenic Geath. Catalep- 
tic reaction is a kind of sudden rigidity. The 
shock reaction (emergency reaction of Cannon, 
or alarm reaction of Selye) may occur without 
physical cause. It is a mobilization against im- 
pending danger, an adaptive measure. Secondary 
shock is the reaction to real or surgical trauma 
interacting with psychic defenses. Any accident, 
fright, anesthesia or radical surgery can pro- 
duce it. Surgical shock is usually worse when 
a violent emotional upheaval has occurred shortly 
before it. 


URINARY “EPINEPHRINE” IN PATIENTS WITH 
MENTAL AND EMOTIONAL DISORDERS. H. 
Sulkowitch, M.D., and M. D. Altschule, M_D., 
Arch. Gen. Psychiat., 1:108-116, July 1959. 


A total of 113 patients were studied. The di- 
agnostic categories included neurosis, reactive 
depression, affective psychosis and schizophre- 
nia. The studies revealed increased excretion of 
urinary “epinephrines” in most of the patients. 
The range of values was not influenced by prior 
administration of tranquilizing drugs. Improve- 
ment, by whatever means, was accompanied by 
lower excretions. 

The quantity of catechol-amines excreted by 
Psychotic patients was found to be much less 
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than that excreted by patients with anxiety neu- 
rosis. 

The authors found that the urines of depressed 
patients and those of psychotic patients con- 
tained an unstable fraction that had properties 
similar to adrenolutin and felt that depression 
might be due to the formation of excessive 
amounts of an adrenolutin derivative. The au- 
thors postulate that the production of epineph- 
rine or related compounds when accompanied by 
some inborn or acquired enzymatic defect pro- 
duced excessive adrenolutin. 


DEPRESSION: CRITERIA FOR REFERRAL. G. L. 
Usdin, M.D., J. of the Louisiana State Med. So., 
111:262-6. (Quoted in the World-Wide Abstracts, 
Vol. 2, No. 11, Dec. 1959.) 


The earliest and most frequent complaints are 
insomnia, anorexia, and decreased sexual desire. 
Suicide must be considered in any depression; 
questioning the patient about it may help him 
to talk about it and may convince him that he 
can be helped. If the depression is not severe, 
if no suicidal danger signs are present, and if 
there is no serious psychophysiology, the pa- 
tient’s physician is often in a better position to 
help him than a stranger—a psychiatrist. 


DEANOL: A CLINICAL TRIAL. Calvin E. Schorer, 
M.D., and Paul Lowinger, M.D., Dis. Nerv. Syst., 
20:267-268, June 1959. 


The target symptom in 29 patients given Dea- 
nol was depression. The dose ranged from 10 to 
75 mg. a day; the period of treatment was at 
least four weeks. Results indicated that about 
one-fourth of psychiatric out-patients with de- 
pression showed improvement after one month 
of treatment. This improvement was more 
marked in psychotic depression than in the neu- 
rotic type. In the author’s opinion, Deanol may 
be worthwhile for a month’s trial in psychotic 
depression, especially when insomnia is present. 


AKATHISIA: THE SYNDROME OF MOTOR 
RESTLESSNESS. J. R. Hodge, M.D., Am. J. 
Psychiat., 116:337-338, October 1959. 


Akathisia, when mild, consists of pulling or 
drawing sensations in the extremities. When 
fully developed, patients pace back and forth 
and can neither sit down to read, play or sleep. 
In severe cases, patients appear continuously 
agitated. 

This syndrome is apparently a variation of 
parkinsonism. It may be the result of the use 
of phenothiazine drugs. It can be relieved by 
stopping the drug and adding an anti-Parkinson 
drug such as Cogentin, Pagitane or Kemadrin. 
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THE USE OF PROCHLORPERAZINE (COMPA- 
ZINE) IN SEASICKNESS. W. L. Wheeler, Jr., 
et al., Indust. Med., 28:405-406, September 1959. 


The use of this drug was evaluated in seasick- 
ness among passengers on Grace Line vessels. 
122 passengers were treated during a 10 month 
period of time. The dose used was 10 mg. or 15 
mg. spansules orally, or 5-10 mg. intramuscu- 
larly. Relief was experienced in 83.6%. Pa- 
tients with severe vomiting generally required 
two intramuscular doses, given three to four 
hours apart. 


EQUIVALENTS OF DEPRESSION IN CHILDREN. 
Melitta Sperling, M.D. J. Hillside Hospital, 8: 
138-148, January-April 1959. 


Depression in children is often missed. The 
clinical picture, in the younger children, is that 
of a child suffering from an illness primarily 
affecting food intake and sleep. The listlessness, 
moodiness and incessant crying are usually re- 
garded as sequelae of the poor physical condi- 
tion rather than as expressions of the depression. 

The fact that the young child tends to express 
depression in somatic equivalents can be under- 
stood as an inability to tolerate painful sensa- 
tions without immediate release. On the oral 
level, conflicts about food are equated to love 
and are expressed as eating disturbances. The 
fear of losing the love object makes sleep dan- 
gerous to the child. The author feels that the 
somatic nature of depressions in childhood is 
often retained in certain depressions in adults. 


ON THE DYNAMICS OF THE MANIC-DEPRES- 
SIVE PERSONALITY. R. W. Gibson, et al., 
Am. J. Psychiat., 115:1101-1107, June 1959. 


In 12 patients who had been in intensive ana- 
lytic psychotherapy for one to five years, certain 
personality patterns emerged. Most important 
were 1) dependency drives, 2) the extreme diffi- 
culty in dealing with feelings of competition, 3) 
the use of denial as a defense and 4) the orien- 
tation of values in terms of social convention 
and of what others think. 

In a study of manic-depressives in a state hos- 
pital that were compared with schizophrenics, it 
was noted that the families of the manic-depres- 
sives made a greater effort to rise in social 
status. 

The authors postulate that the child is exposed 
to the anxiety shown by these families in their 
struggle for social prestige as well as to the need 
for competitiveness. Because of the child’s in- 


ability to relate well to others at this stage of 
his development he is vulnerable to any threat 
of abandonment—which sets the stage for de- 
pression. 
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LONGITUDINAL OBSERVATIONS OF BIOLOGI.- 


CAL DEVIATIONS IN A SCHIZOPHRENIC IN. 


FANT. Barbara Fish, M.D., Am. J. Psychiat., 
116:25-31, July 1959. 


The observations made on this child who was 
clinically schizophrenic at the age of five and 
one half years included the following: the pres- 
ence of poor muscle tone in the first months of 
life, and a severe but transient lag and disorgan- 
ization in postural-locomotor development. He 
held his head up well at one month, but was no 
longer able to lift it at three and one half 
months. Control of his trunk lagged so severely 
that at nine and one half months he could not 
sit. Yet, right after this, development suddenly 
accelerated so that he was walking normally at 
13 months. His longitudinal development was 
thus unusual, showing both retardation and ac- 
celeration. This disorganized postural develop- 
ment suggested a disturbance in central nervous 
system mechanisms which normally control an 
orderly progression. Physiological disturbances 
which were concomitant with the postural diffi- 
culties included retarded physical growth and 
autonomic instability. 


INTRACELLULAR MAGNESIUM LEVELS IN DE. 
LIRIUM TREMENS AND UREMIA. W. 0. 
Smith and J. F. Hammarsten, Am. J. Med. Sc., 
237:44-49, April 1959. 


Twelve patients with delirium tremens had ab- 
normally low erythrocyte Mg. concentrations 
(average of 3.9 mEq/L), but the plasma Mg. 
level was abnormally low in only 58% of these 
patients. The close correlation of hyperexcita- 


waetee oe 





bility of the central nervous system with lowered | 


erythrocyte Mg. levels suggests a magnesium de- 
ficiency in the brain cells. In 14 patients with 
uremia and central nervous system depression 
the erythrocyte magnesium concentrations were 
abnormally high (average 8.84 mEq./L); 71% 
had elevated magnesium concentrations in the 
plasma. In 13 healthy adults used as controls, 
the mean erythrocyte Mg. concentration was 5.29 
mEq/L. 


CLINICAL EXPERIENCE WITH DESERPIDINE 


IN THE MANAGEMENT OF HYPERTENSION | 


AND ANXIETY NEUROSIS. W. B. Rawls, M_D., 
and Walter L. Evans, M.D., New York J. Med. 
59:1774-1778, May 1959. 


Of 30 patients with hypertension treated w ith 
deserpidine (Harmonyl), all experienced a re- 
duction in blood pressure (average of 33 mm. 
systolic and 14 mm. Hg diastolic). Of 29 pa- 
tients with symptoms of anxiety neurosis, 11 ex- 
perienced complete relief and 10 showed pai ‘ial 
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-olief. The authors felt that deserpidine is the 
ynost desirable compound of the Rauwolfia deriv- 
1 ives. 
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rlOLOGY AND TREATMENT OF PICA. P. Lanz- 
kowsky, Arch. Dis. Childhood, 34:140-148, April 
1959. 


In 12 patients treated for pica, iron deficiency 
a emia was found to be the main abnormality. 
hen treated with iron, their pica disappeared 
w thin one to two weeks. 


Load 
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IMPARATIVE EFFECTS OF VARIOUS RAU- 
WOLFIA ALKALOIDS IN HYPERTENSION. 
[. Winsor, Dis. of Chest, 415-421, April 1959. 


(a) 


[he comparative hypotensive and side effects 
oi reserpine (Serpasil), alseroxylon (Rauwiloid), 
deserpidine (Harmonyl) and rescinnamine were 
studied in 80 patients with benign essential hy- 
pectension. The incidence of side effects was 
less with deserpidine than with reserpine while 
the hypotensive effect was the same, but when 
deserpidine was given at night, nervousness and 
insomnia were produced. Rescinnamine had the 
least hypotensive effect of any of the drugs used. 


AN APPROACH TO PSYCHIATRIC CONSULTA- 
TION IN THE GENERAL HOSPITAL. S. K. 
Schiff and M. L. Pilot, Arch. Gen. Psychiat., 
1:349-357, October 1959. 


The reasons for a psychiatric consultation by 
a member of the house staff may have little to 
do with the major problem as seen by the con- 
sultant. In those cases where the reasons seem 
unclear, it may be useful to look for the difficul- 
ties in the referring physician. The latter may 
find it difficult to express his major source of 
concern, especially if he disagrees with superiors. 

The manner in which the house staff sees the 
psychiatrist, as well as the way in which the 
psychiatrist sees his own position, is extremely 
important. Communication difficulties between 
the psychiatrist and house staff are often respon- 
sible for some of the problems. 


EXPERIMENTAL OBSERVATIONS ON “PSY- 
CHOSOMATIC” MECHANISMS. J. D. French, 
M.D., et al., Arch. Neurol. and Psychiat., 72: 
267-290, Sept. 1954. 


In order to demonstrate the physiological in- 
fluences of the hypothalamus on the gastro-in- 
testinal tract, long term observations were made 
on monkeys in which the hypothalamus was stim- 
ulated daily through chronically implanted elec- 
trodes. Six of the ten test animals who had re- 
ceived prolonged stimulation in the medial hy- 
pothalamus developed significant gross lesions in 
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the upper gastro-intestinal tract. The stimulat- 
ing sites of the other four were nearby, but out- 
side of this zone. None of the seven controls 
(electrodes implanted but insufficient stimula- 
tion) developed these lesions. 

Three of the six were placid and friendly prior 
to the experiment, but all six showed irritability, 
hyperacidity and the ultimate development of 
occult blood in the feces. 

The development of visceral changes required 
excitation of the appropriate regions in the hy- 
pothalamus for an appreciable period of time. 
The earliest manifestations began with the third 
week, but fully developed lesions required four 
weeks. 

The authors are cognizant of the dangers of 
making extrapolations from animal to man, but 
feel that they have induced a situation in mon- 
keys which is strikingly similar to one observed 
in man. 


ENERGY TRANSFER SYSTEMS IN _ SCHIZO- 
PHRENIA. Jacques S. Gottlieb, et al., Arch. 
Neurol. and Psychiat., 81:504-508, April 1959. 


A defect in energy mobilization in schizophre- 
nia has been suggested by both clinical and ex- 
perimental evidence. In this paper the authors 
studied intermediate carbohydrate metabolism 
which is concerned with energy production. It 
was found that the levels of ATP (adenosinetri- 
phosphate) were generally higher in the control 
subjects, lower in chronic patients, while acute 
patients showed variable levels after stress. A 
striking increase in ATP was noted in the con- 
trols after stress and also in acute patients go- 
ing into remission. Chronic patients showed a 
decrease. The authors postulate on this basis 
that a basic intracellular chemical disturbance 
of energy formation exists in the schizophrenic 
patient. 


A CONTROLLED EXPERIMENT OF GLUTAMIC 
ACID THERAPY. F. T. Zimmerman, M.D., and 
Bessie Burgemeister, Ph.D., Arch. Neurol. and 
Psychiat., 81:639-648, May 1959. 


The action of glutamic acid was compared with 
reserpine and a placebo in producing changes in 
a selected group of 150 children. The original 
dose of glutamic acid was 2.5 to 5 grains daily. 
This was increased gradually. With reserpine, 
an average of .75 mg. daily was used. The ver- 
bal intelligence quotient showed a significant rise 
after six months of treatment with glutamic 
acid, while the reserpine and placebo groups 
showed only a small rise. When children were 
out of contact and confused at the beginning of 
treatment, better results were seen with reser- 
pine. In those who were shy, withdrawn or de- 














114 


pressed, glutamic acid was more effective. Anx- 
ious, negativistic and hyperactive children did 
better with reserpine. 


SPINAL CORD COMPRESSION PRODUCED BY 
EXTRADURAL MALIGNANT TUMORS. E. H. 
Botterell, M.D., and G. W. Fitzgerald, M.D., Ca- 
nad. M. A. J., 80:791-796, May 15, 1959. 


Patients with a history of back pain for sev- 
eral months may be suffering from an epidural 
malignancy. Prompt treatment is necessary to 
avoid irreversible paraplegia if a malignancy of 
the epidural space is present. The authors de- 
scribe the results in 75 patients; they emphasize 
the importance of root pain and the usefulness of 
myelography. Their piea is for early diagnosis, 
since good results were seen where the para- 
plegia was not complete. 


THE ADAPTATION TO THE “STRONGER” PER- 
SON’S REALITY. Helen Stierlin, M.D., Psychi- 
atry, 22:143-152, May 1959. 


The mother of the schizophrenic child is de- 
scribed as one who needs her child as a means 
of self-justification and self-confirmation, and 
puts him under pressure to interpret reality as 
she wants it to be. She especially wants him to 
believe that all of her behavior is proof of love. 
When the child grows up he will face a conflict 
between his mother’s reality and conventional 
reality. The author assumes that there is in ad- 
dition a hereditary predisposition to schizophre- 
nia. 


CONTROL OF ACUTE ALCOHOLISM WITH PRO- 
CHLORPERAZINE. Joseph Thimann, M.D., and 
Joseph W. Gautheir, M.D., New Eng. J. Med., 
260:915-917, April 30, 1959. 


Eighty per cent of 45 patients with acute al- 
coholic intoxication were treated with prochlor- 
perazine. Initial dosage ranged from 20-50 mg. 
i.m.; after control maintenance was established 
by the use of 30 mg. spansules b.i.d. Nausea and 
vomiting were quickly controlled (30 minutes) ; 
within 24 to 48 hours agitation and hallucinations 
were controlled. Tension and tremor were re- 
lieved. The use of the drug was also helpful in 
subsequent psychotherapy. 


THE EFFECT OF THIORIDAZINE (MELLARIL) 
ON MENTAL SYNDROMES. H. Azima, M_.D., 
et al., Canad. M. A. J., 81: 549-553, Oct. 1, 1959. 


The study was undertaken to evaluate the clin- 
ical effects of thioridazine, and to compare it 
with chlorpromazine and promazine. The drug 


was administered orally to 75 patients in an aver- 
age dose of 400 mg. Treatment lasted an aver- 
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age of three weeks in acute cases and thre» 
months in the chronic ones. 

Results of the study indicated that thiorid: 
zine is a useful and relatively potent phenothiz - 
zine. The most favorable results were produce:l 
in the acute schizophrenics, half of whom showe 
total disappearance of symptoms within two 
weeks. In general, best results were seen whe. 
the target symptoms were hyperactivity and e: - 
citation. The drug seemed equal in efficacy wii 
chlorpromazine; the main difference was fou d 
to be the lessened side effects with thioridazin >, 
particularly extrapyramidal and liver complic::- 
tions. 


USE OF HYDROXYDIONE IN PSYCHIATR”. 
S. Henaim, M.B., D.P.M., Brit. Med. Journal, 
8:801-804, Oct. 25, 1959. 


Hydroxydione acts mainly on oxidative reac- 
tions, especially on the inhibition of the entrance 
of glucose into the tricarboxylic acid cycle. It 
has been used in various psychiatric states in- 
cluding delirium tremens, agitated depressions, 
and depression without agitation for uncovering 
psychodynamics. In the latter use, the drug was 
injected rapidly (.5 to 1 g. dissolved in 10 cc. 
sterile saline) after an injection of amylbarbi- 
tone (.25 to .5 g. in 10 cc. sterile water which 
was given slowly until nystagmus and dysarthria 
could be obtained). Following the hydroxydione 
injection, a feeling of sleepiness occurred in two 
to three minutes; sleep is prevented in some 
cases by engaging the patient in conversation. 
The author felt that the drug was superior to 
amylbarbitone in that it produced better contact, 
relief of tension, infrequency of depression or ex- 
citement following the interview, and rare sub- 
sequent amnesia for the interview. The autor 
felt that the most important value of the drug 
lay in its use in short term psychotherapy in pa- 
tients who were unable to talk freely. 


PSYCHOSES ASSOCIATED WITH SYSTE!i\IC 
LUPUS ERYTHEMATOSIS. J. F. O’Con or, 
Ann. Int. Med., 51:526-536, Sept. 1959. 


In 14 of 40 patients with systemic lupus er) h- 
ematosis the psychiatric manifestations were — =It 
to be normal reactions to the illness. In five, li- 
agnosed as psychoneurotics, the disturbance \ as 
related to the steroid treatment. In 21 patie its 
who had overt psychotic attacks only three v °re 
not receiving steroids at the time of the epis. ie. 
Fourteen of the 40 patients had neurolog <al 
symptoms at some time during their illness. 

Usually the psychosis occurred when the < 0s- 
age of steroid was increased (usually in the n ore 
severe forms of the disease). As the pati nts 
improved and the steroid dosage was redu:ed, 
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recovery from the psychosis was seen. In only 
oie patient did the psychotic reaction persist af- 
t-r withdrawal of steroid therapy. 

In autopsies on 11 patients, 10 showed path- 
ogical changes in the central nervous system. 
1is Was most intensive in the cerebrum, sug- 
sting that the psychosis might be secondary 
pathological lesions. 


o*m we Oo 


ZUROPHYSIOLOGIC VARIANTS IN SCHIZO- 
PHRENIA. H. U. Kamp, et al., Arch. Gen. Psy- 
chiat., 1:250-252, Sept. 1959. 


Zz 


The defect in schizophrenia is considered to be 
zenetically determined, biochemical, metabolic 
fect which is located in the region of the re- 
ti ular formation, hypothalamus, thalamus and 
i abie system. In this part of the brain a spe- 
iil system of neurons which function as a gen- 
e: ul integrating system for the autonomic ner- 
vcus system is found. 


a & 


© ts 


Those patients showing a marked response to 
metacholine (Mecholyl) administration, showed 
a better prognosis than those who showed only 
minimal reactions. The use of this drug thus 
evaluates the integrative capacity of the hypo- 
thalamic areas. 


USE OF INTRAVENOUSLY GIVEN HYDROXY- 
ZINE FOR SIMPLE PAIN-PRODUCING OF- 
FICE PROCEDURES. Theodore Cornbleet, M.D., 
J.A.M.A., 172:56-57, Jan. 2, 1960. 


Hydroxyzine, an ataractic and psychotherapeu- 
tic agent, also known as Vistaril, when given 
intravenously in a solution containing between 
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25 and 50 mg. of the drug diluted in two to three 
times as much saline or water, acts quickly, pro- 
ducing sufficient relaxation for minor dermato- 
logical procedures, such as the cauterization or 
fulguration of warts and moles. 


INCIDENCE OF UNSUSPECTED “SHEEHAN’S 
SYNDROME.” N. G. Schneeberg, M.D., Wil- 
liam H. Perloff, M.D., and S. L. Israel, M.D., 
J.A.M.A., 172:20-27, Jan. 2, 1960. 


Anterior pituitary necrosis after postpartum 
hemorrhage and/or shock with the sequela of 
anterior pituitary insufficiency (Sheehan’s Syn- 
drome) is differentiated from insufficiency due 
to other causes (Simmond’s Disease). The typi- 
cal syndrome consists of failure of lactation, 
amenorrhea, loss of axillary and pubic hair, gen- 
ital and breast atrophy, sterility, hypothyroidism 
and various degrees of adrenocortical insuffi- 
ciency. The clinical picture may vary consid- 
erably. 

This study was undertaken as an exercise in 
preventive medicine. Its objective was to de- 
termine the incidence of pituitary insufficiency 
and to identify the potential candidates for shock 
if subjected to severe stress. 

In this series of highly selected patients, four 
were picked up in a series of 35 (11%). The or- 
dinary incidence is 1.7%. According to Sheehan, 
whose conclusions were based on autopsy stud- 
ies, the incidence was 41%. The discrepancy 
was explained by Sheehan as due to the extreme 
lethargy of patients with hypopituitarism; their 
semi-vegetative like existence which prevented 
their seeking medical aid. 





able. 





THE 1958 TRANSACTIONS 


Some copies of the Transactions of the 1958 meeting of the Academy are still avail- 
This meeting covered the “Psychosomatic Aspects of Internal Medicine.” 
original selling price was only $3 because much of the cost of financing was borne by 
sponsors; it is now reduced to $2 per single copy and $15 for 10 copies. 
opportunity, while the copies last, to plant one or more in your hospital libraries as 
well as in the offices and homes of colleagues who may be still ambivalent to their need 
for knowledge in psychosomatic medicine. 

Checks should be drawn to the order of the Academy of Psychosomatic Medicine and 
sent to the Editor at 1921 Newkirk Ave., Brooklyn 26, N. Y. 


The 
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PSYCHOSOMATICS 


To Enuretics, a Paean (of Faint Praise) 


Parents can’t help feeling badly 
When their youngsters fail so sadly 
To restrain their bladders’ spilling 
Long before they’re finished filling. 
And it seems parents’ in-siss-tence, 
Often builds a child’s re-siss-tence, 
Leading to a void—in training, 
With the child supremely reigning. 
Since he has the will to choose 
When to learn his “P’s” and cues. 
Under such conditions not 

Kids, but parents go to pot. 


Not because they’re bad or vicious 
But the time is not pro-pitious. 
Yet sometimes this inundation 

Is pure self assassination,— 

Just a childish hara-kiri 

To make mother beat and weary. 
Tho’ child comforts are destroyed, 
That’s o.k. if mom’s annoyed. 
Thus they grow up midst the jeers 
Of their same age normal peers,— 
Never quite outgrowing diapers 
These varmints are always wipers. 


When they’re older, perhaps sadder, 
This bad neurogenic bladder 
Classifies them as too nervous 

To pass thru Selective Service. 

Tho the Army wants men coming 
They can’t have defective plumbing. 
And few tears are left for shedding 
When such wetting precludes wedding. 
War and marriage peter out 

As two things to learn about. 

Yet they still can’t know what peace is, 
While they still have enuresis. 


Sam Silber, M.D. 
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Book Reviews 


FUNDAMENTALS OF CHILD PSYCHIATRY. By 
Stuart M. Finch, M.D. New York: W. W. Nor- 
ton & Company, Inc., 1960. 334 pgs. $5.95. 


As pointed out in the first chapter, entitled 
“Fasic Considerations of Personality Develop- 
ment,” child psychiatry has had a relatively 
short history since it began soon after the first 
World War. It is essentially founded on the 
Ficudian postulations and recognizes the roles 
played by the physician, the psychologist, and 
th: social worker in the proper handling of 
these problems. This book is divided into fifteen 
chapters containing many case reports. Unfor- 
tunately the pattern of presentation is not con- 
sistent in that some of the chapters contain sum- 
maries, and some do not. The overall presenta- 
tion, however, is a definite contribution to the 
subject. 

The description of the ‘““Psychosexual Develop- 
ment” of the individual is particularly well pre- 
sented and would undoubtedly be well worth any 
physician’s time. This is presented in the first 
chapter. The second chapter, “The Etiology and 
Classification of Psychiatric Disorders in Chil- 
dren,’ is based on the classification given in the 
statistical manual of the American Psychiatric 
Association. No child problem can be considered 
without considering the parents, and logically 
therefore, the third chapter discusses ‘Parental 
Psychopathology.” 

Every physician is aware of the various be- 
havior problems of children, such as toilet habits, 
enuresis, temper tantrums, etc., and here, these 
are adequately discussed. Even “The Handi- 
capped Child’ is described, including heart dis- 
ease and diabetes. There is a chapter on “His- 
tory Taking and Examination of the Child,” fol- 
lowed by suggestions on treatment. The final 
chapter is on “Adolescence.” 

Any physician interested in the problems of 
children will find this book a valuable addition 
to his library and will no doubt discover many 
helpful hints. There is a list of references, as 
well as an extensive reading list, and the whole 
volume is well indexed. 

James L. McCartney, M.D. 
Garden City, N. Y. 


THE INSIDE STORY. By Fritz Redlich, M.D., and 
June Bingham. Vintage Books, New York, 1960. 


The Inside Story is the story of psychiatry. It 
explains dynamics in a non-technical manner, 
and does so through the use of many humorous 
carfoons taken from the unusual collection of 
the senior author. Because it is written for the 
layman primarily, rather than for the approval 


of one’s critical colleagues, it succeeds in its at- 
tempts where more ponderous and polysyllabic 
text books fail. This reviewer believes that the 
book has merit not only for the beginner in psy- 
chiatry who seeks clarification and basic knowl- 
edge, but for many others who may be more ad- 
vanced in their psychiatric education. On occa- 
sion some of these others may stumble and lose 
their way and need a bit of refreshment. It 
should be required reading for overtired, irritable 
and slightly depressed psychotherapists. 

Most interesting is the fact that humor is used 
as one of the media of education. Many of the 
cartoons are excellent in their depiction of hu- 
man urges, follies, rationalizations, sublimations 
and projections. Another most unusual feature 
is the honest and rare admission that psychia- 
trists don’t have all the answers, although they 
unquestionably know more about what goes on 
under the surface of consciousness than most 
other human beings. 

Although psychosomatic medicine receives only 
scanty special attention, its handling is unbiased 
and non-prejudicial. Despite the author’s explicit 
revelation (at both conscious and unconscious 
levels) that he is Freudian in orientation, Freud 
himself would have approved of this eclectic ap- 
proach to an attempt to make psychiatry and 
psychoanalysis more understandable. 

W. D. 


THE MIND OF MAN: A HISTORY OF PSYCHO- 
THERAPY AND PSYCHOANALYSIS. By Wal- 
ter Bromberg, M.D. Harper Torchbooks. The 
Academy Library, Harper Brothers, New York, 
1959. 344 pages. $1.95. 


In the preface the author stresses the fact that 
among the psychiatrists it is in the eclectics who 
show tolerance for all theories and practices, 
that the hope of the profession lies for building 
towards a unified and scientific psychiatry. 

The text considers the scope and meaning of 
psychotherapy, tracing its roots from the primi- 
tive use of magic and incantations and later to 
faith healing through organized theology. 
Through the physician Paracelsus, alchemy was 
brought into the picture. The role that witch- 
craft played as a phase in man’s adaptation to 
psychological realities is traced. The entry of 
medicine into mental healing followed the pio- 
neer efforts of Pinel, who was convinced that 
maniacs are not incurable if they can have air 
and liberty. Esquirol, following Pinel, stressed 
the nature of insanity as the response of human 
nature to life’s injuries. In later years, Meyer 
taught his followers the same principles under 
the name of psychobiology. 
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The emergence of dynamic psychotherapy, 
which is essentially causal in viewpoint, is traced 
through Mesmer’s animal magnetism, Braid’s 
hypnotism, Charcot’s scientific hypnosis and fi- 
nally to Freud’s theories of psychoanalysis and 
their present day derivatives. 

The physiological factors in mental illness are 
included; among them are the development of in- 
sulin and electrotherapy and the more recent 
biochemical considerations. 

The differences between expressive and sup- 
pressive psychotherapy are brought out, and the 
role of the medical practitioner as a psychother- 
apist receives more than mere lip service. The 
author states that the emergence of psychoso- 
matic medicine is a chapter of unequalled inter- 


est in medical history. 
W. D. 


REHABILITATION OF THE CARDIOVASCULAR 
PATIENT. By D. White, M.D., H. A. Rusk, M.D., 
P. R. Lee, M.D., and B. Williams, M.D. The 
Blackiston Division of the McGraw-Hill Book 
Co., Inc., 1958. 176 pgs., $7.00. 


One of the most important problems facing the 
practising physician today is the management of 
his cardiovascular patients in rehabilitation. In 
this book the authors use the term “rehabilita- 
tion’”’ in its broad context to designate all those 
services which the individual with a cardiovascu- 
lar disability needs in order to attain within the 
limits of his cardiac reserve, the happiness that 
comes with the full life and with the gainful oc- 
cupation in a job that is both interesting and 
challenging. 

This is a small volume for a tremendous sub- 
ject but it is packed full of many forgotten 
truths. In the very first chapter the authors 
speak of the inestimable value in rehabilitation 
of “faith’—faith of the patient in his doctor, 
faith in his drugs and methods, faith in prayer 
to whomever it may be addressed and finally, 
faith in oneself. They emphasize the importance 


of the general practitioner in rehabilitation when 
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they say: “The cumulative experience of ma) y 
practising physicians and the growing basc 
knowledge about many of the cardiovascular di ;- 
eases have led to the development of a usef il 
body of information regarding rehabilitation.” {t 
is he who knows the patient well, his family, | is 
surroundings, his mental attitude toward his i 1- 
ness and the fears that have developed witl in 
him as a result of his illness. 

The authors point out the staggering econon ic 
cost of cardiovascular disability—over three b.l- 
lion dollars a year exclusive of unemployment 
benefits, sickness and disability benefits, hos)i- 
talization benefits and medical and public assist- 
ance payments. They state that there are ap- 
proximately 1,800,000 people in the United States 
who have residuals of cardiovascular disease and 
that a dynamic program can radically change the 
heretofore hopeless attitude which has existed 
for many years regarding the patient with hemi- 
plegia. They thereupon outline five basic proce- 
dures to follow in any program of rehabilitation 
of the cardiovascular patient. For the patient 
with rheumatic heart disease, for the patient 
with hypertension or hypertensive disease, for 
the patient with congenital heart disease and for 
the patient with coronary artery disease, one 
will have to include certain additional goals for 
a complete rehabilitation program. This the au- 
thors have done magnificently in the last four 
chapters. 

Finally, one of the authors, Paul D. White, in 
summarizing the philosophy of adequate cardiac 
rehabilitation, has this to say: “Work has a ben- 
eficial effect on body, mind and soul in any occu- 
pation in which it is possible for the cardiac pa- 
tient to engage. Idleness breeds unhappiness and 
is actually bad for the health. It is a rare pa- 
tient, indeed, who is fit for nothing.” 

This book fills an important need in the prac- 
tice of medicine and should be read by all p»ac- 
titioners who undertake the management of pa- 
tients with cardiovascular disorders. 

Burton L. Zohman, M. 
Brooklyn, NY. 
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To Those Recerving This Journal 
as a Complimentary Copy: 


This will introduce you to PSYCHOSOMATICS, the official journal of the 
Academy of Psychosomatic Medicine. This is a brand new publication focus- 
ing on an area of rapidly growing significance: the role of psychiatry in the 
daily practice of medicine. As a journal written for the medical profession 
generally rather than the psychiatric specialty specifically, PSYCHOSO- 
MATICS will bring you pertinent, readable papers by physicians in all areas 
of medicine, keyed to the theme of treatment of the “total patient." In addi- 
tion, for the busy practitioner there are reviews of books and abstrccts of ar- 


ticles drawn from the entire medical literature. 


On the back inside cover you will find an indication of papers planned for 
future issues. The emphasis, as you can see, is on practicality. If you feel 
you would like to receive the next six issues of PSYCHOSOMATICS simply 


clip out the coupon below and send it into: 


PSYCHOSOMATICS 
277 Broadway 
New York 7, N. Y. 


We will bill you with the next issue sent you. As a special introductory offer 
we have cut the regular yearly price of ten dollars nearly in half; six dollars 
will bring you PSYCHOSOMATICS for the next year. 


ORDER FORM 


Please enter my subscription to PPYCHOSOMATICS for one year to start with 
 atittiscancunninake: issue, for which I will pay the special introductory 
price of $6.00 upon receipt of invoice. 

II sisicinsiinscvcoissimtiaminiaintacmeaambatisangliciets Ps viisciisnsaicnistinipaleninianicnndebameguaian 


Mail to PSYCHOSOMATICS, 277 Broadway, New York 7, N. Y. 
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